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l. Letter from the Chair

Dear' Mr. Speaker and Members of the Legislature:

Trauma causes Nebraskans more years of life lost than all other diseases combined. -Nationally,
“the cost of trauma, disability and premature death exceeds 100 billion dollars per year. Each year,
over 8,000 Nebraskans will become victims of traumatic and potentialily disabling injuries caused

from auto injuries. Clearly, something must be done. '

The most cost effective way 1o reduce accidental death and disability is to establish a statewide
trauma system. Research shows concIuswely that a statewide trauma system reduces morbldlty
and mortality, saves money and provides continuity of care for everyone.

Therefore, we propose an integrated'trauma care system which will incorporate every healthcare
provider or facility in the state. The goal of an inclusive system is to match each patient's needs to
the resources of the facilities from the activation of the EMS system until their return to home.

Recognizing the diversity and vast area of our state, we propose a statewide system based upon
regionalized care. There will be statewide standards that regions may modify to reflect their unique
needs. An integrated trauma system provides care and gathers data in order to achieve continuous
quality lmprovement

_Many individuals have volunteered numerous hours to develop this plan. They are experts in their
fields and a highly dedicated group of Nebraskans who want to see the best quality care for their
fellow citizens.

There are many reasons to adopt this trauma plan. Foremost, the cost of implementing the plan w1||
be returned in reduction of cost from Medicaid/care, permanent disability, insurance premiums and

most of all, loss of life.

Mr. Speaker and Members of the Legislature, | urge you to adopt this plan and create a Nebraska
“Trauma System. Your constituents will thank you.

Sincerely,

Dr. Robert Harry
Chair, Nebraska Trauma System Development Board

L0



System Development

II. Preface

‘Trauma is a preventable disease. There have been many advances in

“Trauma isa health care yet, the battle to reduce traumatic injury has seen only
limited success. Three major factors account for this:
preventable |
disease...” 1. The medical specialty of emergency medicine and trauma

care is 'relatively new. The concept of triaged care was
developed during the Vietnam conflict. There is much to be

learned about traumatic injury.

o

Injury prevention, which is the best weapon (and most cost
effective), in the fight against trauma suffers from a lack of .
funding, primarily because most Americans don’t know that

accidents can be prevented. Through efforts such as
consumer education and product changes to personal
behavior modification, prevention is the most effective

means for reducing the occurrence of trauma.

(¥

~ The development of a trauma care system assures that
resources are available and infrastructure is in place to
deliver the "right" patient to the "right"” facility, in the "right”

amount of time, rega:diess_ of their ability to pay.

Approximately forty percent of all trauma deaths occur within hours .
~ of the injury, usually from shock and/or internal bleeding. Most of

these deaths are considered avoidable and would not occur if an

1
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organized trauma system were in place.

Nebraska is contihuhlg its tradition of being in the forefront iﬁ confronting this critical healthcare
issue. . In line with the Nebraska Year 2000 Health Goals and Objectives initiative, the
Legislature adopted the 1994 bill which called for the development of a.compre'hensive,
statewide trauma care system. A Trauma System Development Board was created, members

were appointed and this plan is the result.

The Nebraska Department of Health’s Strategic Plan for Public Health for Fiscal Years 1998-
1999 highlights the nine goals of the Department of Health. Eight of the nine goals are achieved

within this plan:
® . Decrease the morbidity and mortality from diseases, injuries and disability.
° ‘Increased the use of health data and information in policy development, program

planning, and evaluation.

o Reduce the risk to the public from hazards in the manmade and natural environments,

housing and food.

L Work with communities in developing effective integrated systems of health care which

are based on meeting identified needs.

° Establish and implement acceptable standards for quality of health care services.
. Improve the efficiency and effectiveness of public health operations.

12
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Increase the public and key stakeholders’ understanding of public health issues.

Increase access to health care by:

- a) Improving access to primary health care services in medically underserved areas.

b) Improving access to affordable health care services for the underinsured.

13
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“Traumaisa
severe health
problem in the.
state of Nebraska
and a major

cause of death.”

IH. Introduction

Trauma is defined as a major single or multi-system injury requiring

immediate medical or surgical intervention or treatment to prevent

- death or permanent disability:

. Trauma is a severe health problem in the state of Nebraska

anda inajor cause of death.

. Presently, trauma care is very limited in many parts of the
state, particularly in rural areas where there is a growing
dangér that some communities may be left without adequate

emergency medical care, and,

[

. It is in the best interest of the citizens of Nebraska to
establish an efficient and well-coordinated statewide trauma

care system.

Such a system would make the delivery of trauma care cost
effective, reduce the incidence of inappropﬁate or inadequate trauma
care, prevent unnecessary suffering, and reduce the personal and
societal burden resulting from trauma. The goals and objectives of

this trauma care system include:

K Conduct trauma prevention activities to decrease the

incidence of trauma

14
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" Provide optimal care for the trauma victim
Prevent unnecessary death and disability from trauma and emergency illness, and,

Contain costs of trauma care through a trauma system.

15
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Trauma Care

Regions.

IV.  Trauma System Care Regions

In order to provide the highest quality trauma care, the trauma
system must be adminisfered fro;h a regional level. These regional |
programs would identify-their area's own needs; and develop
regional-specific strategies for addressing those needs.

Nebraska based its trauma plan upon the Fedéral "Model Trauma
Care System” plan. The Federal model provided a broad overview
of the components of a trauma care system. It also strategically-
positions the State for participation in future federal programs, and

simplifies state-to-state trauma system comparisons.

Per the Federal model, this plan is divided into two broad categories, ')

each with several subcategories:

Administrative Components

. Leadership

. System Development Legislation
. 'Finance

. Definitive Care, and,

. Evaluation

Operational and Clinical Components

. Public Infoﬁnation/Educ.ation and Prevention, and,
. Prehospital

16
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1. Leadership

- .= | State Authority and Responsibilities
“The Nebraska

Department of

Legislative authority should establish a statewide EMS and trauma
care system, with a Statewide Trauma Board. The Department of
Health will b e Heé]th, EMS Programs (hereinafter referred to as Department or

' = ~-State) will be the Lead Agency and will be responsible for

| thre:,ﬂi.Lead

implementing and revising the state trauma plan. Figure 1 shows the
' A gency. ’? ' regional flow chart of responsibility. The Department should '

. address the following four areas:

> Training, Licensing, and Certification
> Education and Regional Support
> Prevention and Systems Analysis, and,
> Trauma Service Systems Development

The function or task in each of these areas are:

Training, Licensing, and Certification - This area works actively
with the state Trauma Board, the Regional Tramna'Boards, and
many other health care organjzatiéns to bring quality training to

trauma care responders.

o > Establishes standards for conducting trauma education and

training programs

17
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Develops and/or adopts training manuals, curriculum, and other educational materials

Develops and monitors contracts for trauma training programs for the regions

Develops and implements minimum standards through a central authority
‘Appoirnts State and Regional Medical Directors

Develops innovative programs to meet the needs of out-of-hospital providers in unique

settings -

Develops and enforces rules, regulations and standards, for licensing and inspecting of
pre/out-of-hospital trauma services, and the certification of personnel providing
emergency trauma care

Staffs and consulis with the Trauma Board

Develops and administers examination standards for certification and recertification of

trauma personnel
Certifies trauma personnel who pass examinations approved by the Department

Recertifies trauma personnel upon proof of continuing satisfactory performance,

education, and testing.

18
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Nebraska EMS Programs (Lead Agency)

State Medical Director - -+ ' State Trauma Care Board -

Region 1 Med Director e

' .
e
” “

Region 2 Med Director

Regicnal Tﬁuma Board Regional Trauma Board

7

N 7
[ Region 3 Med Director Moo ——- - -1 Region 4 Med Director
X, ) \\
Regional Trauma Board Regiona) Trauma Board .

In conjunction with the State Trauma Board, prescribes minimum standards defining the

duties and responsibilities of Medical Directors

In conjunction with the State Trauma Board, approves Medical Directors and their

physician delegates

19
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> Administers corrective action as needed for certified personnel and licensed services.
» - Verifies capabilities of licensed agencies to provide trauma care services.

Education and Regional Support - Provides technical assistance to the regional Trauma Board
in the development of regional trauma plans; Assists in prbviding and evaluating trauma
continuing education programs; Provides technicél assistance in regional system-'developmentr
and implementatid_n activities; Develops and monitors contracts for trauma continuing education

programs for the regions, and,

> Develops innovative programs to meet the needs of pre/out-of-hospital providers
»  Provides outreach, public education, support and technical assistance to rural and Native
American communities | f }

Prevention & Systems Analysis - Monitors and analyzes the trauma system; surveys the
incidence and causes of trauma; provides an information resource for research, education,
continuous quality improvement activities; identifies and promotes injury prevention activities.

Specifically, this section:

. Provides leadership and technical assistance in establishing an information system which
allows designated trauma centers, verified out-of-hospital providers, and Regional

Quality Improvement Programs to assess quality of care and patient outcomes

. Provides technical assistance in the development, application and maintenance of a state

trauma data collection system

20
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L

Monitors and analyzes the efficiency, effectiveness, costs and needs of the Trauma Care

System

Provides information to monitor compliance with the state and regional standards for

frauma systems

Facilitates thg creation of each region’s annual prevention strategic plan

Conducts research on the trauma incidence, prevention and care

Functions as an information clea_ringhouSe and resource for trauma data

Establishes and maintains the state trauma registry and other information on trauma

Pfovides technical support to Regional Trauma Boards for planning and needs

identification

Provides technical assistance and support to Regional Trauma Boards in developing

community injury prevention and public education programs

Trauma Service Systems Development - Facilitates the development of a State sysiem for

efficient and effective delivery of Trauma Care services. Specificaily, this section:

Provides technical assistance and consultation to hospitals and health care facilities on the
process for designation )
Manages the process by which hospitals and other health care facilities apply to provide

Speciﬁed levels of service

21
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e Coordinates on-site reviews

. Manages the process for designating hospitals and other health care facilities
. Issues ambulance, first responder service and vehicle licenses to services who meet

minimum standards; Conduct inspections of licensed services and vehicles
. Investigate complaints against agencies or individuals
. Provides workshops to hospitals on the role of designated facilities.

Personnel Responsibilities

. The field sta;ﬁ‘ would be responsible for staff support to the Medical Director 6f their ' | ?)
region. Activities would include but are not limited to: -

. Organizing region board meetings and preparing the éggnda, handouts etc.

. Processing expense reports for the members of their regions trauma board

. Preparing and distributing progress reports ’

«  Providing technical support

. Assisting hospitals in their designation efforts

. Assist with fraining program

. Inspection of facilities

. Quality Assurance

22
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VI. Advisory Committees

: : c - In addition to the State Health Department, a State Board shoﬁldbe‘ :
“The Board | established, by statute, to provide direction and oversight to the
| evaluation and function of the state's Trauma Care system.
reviews all |
administrative The Trauma Board, appointed by the Department, has statutory
o responsibility to provide guidance and direction to the state in its
rules per tain ing development of the Trauma system. It will also review' all existing
to licens ing and rules, policies, and procedures and review and commem on all new'
rules, regulation, policies, or procedures proposed by the
cert iﬁcat io’?’ an d Department. The board reviews all administrative rules pertaining
advises the to licensing and certification, and advises the Department in other
' ‘matters as requested.

department.”

.Board Membership

The Board should consist of a representative from the American
College of Surgeons, Committee on Trauma, American College of
Emergency Physicians, American Academy of Pediatrics, law
enforcement, Nebraska Emergency Services Communications
Association (NESCA), Nebraska Medical Association, State Trauma -
Board Medical Director, Emergency Nurses Association, Nebraska
Hospital Association, Trauma Nurse Coordinator, air ambulance
provider, BLS and ALS ambulax;ce services, public official, CARF
Certified Rehabilitation Center, consumer, and all Regional Board

Medical Directors. One member from the joint Board of Ambulance |

23
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Advisors and the Board of Advanced Emergency Care should sit'as an ex-officio member of this
Board and this Board should have a member sit as an ex-officio member of their Board. The
Boatd should also have at least one member from-each of the sub-committees of the Trauma
System Development Board for the implemeﬁtation portion of this plan to provide continuity and

history of the plan.
State Boards responsibilities:

Trauma Care Procedures - The State Trauma Boérd has the responsibility to pro‘pdse Trauma
Care Procedures. They are defined as operating guidelines that identify the level of medical care-
personnel to be dispatched to an efnergency scene. They include procedures for triage of

patients, and determining which facility should first receive the patient. Trauma care procedures
are deﬁeloped in consultation with local Trauma Boards, emergency communication centers, the
Medical Directors, and others involved in the Trauma system. The trauma care procedures must )
be consistent with minimum standards established by the Depment. The Department shall o
adopt the trauma care procedures. Failure to comply with the standards, policies, and procedures
established by the State Trauma Board and adopted by the Department méy be grounds for

disciplinary action.
Regional Trauma Care Board

The Regional Trauma Boards should be coordinated by the Department and will have the
responsibility of carrying out the standards of the trauma plan. The regional Boards make-up will
be identified by the State Trauma Board and the Department. Members will be appointed by the

Department based upon recommendations from the State Trauma Board and local networks.
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VIL ‘System Development

Trauma system planning is an approach designed to build consensus
“ This p lan - along the way. Once reviewed, amended (if necessary) and adopted,
this plan becomes the overall foundation for more detailed

becomes the operational planning at the regional level.

overall R -
The plan includes the following components:
guidelines for .
more detailed .. Needs Assessment
_ o Education and training
oper ational . Communications assessment

p lannin o at the . Continuous Quality Improvement programs

. - Prevention and Public Education activities
regi onal level.” ¢  Pre/Out-of-hospital services
. Acute and rehabilitative care facilities
. Pre/Out-of-hospital triage criteria
. Tiered Response
. Intra/inter-hospital transfer procedures, and,
. Recommendations and finances for implementation. |

The plan can be envisioned as addressing four questions

JSundamental to a Trauma Care System:

1. What are the causes of trauma in the state and how can they

be prevented?

25
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Once a trauma injury occurs, is the trauma care system readily and efficiently accessible?

' Once activated, is the system efficient and effective (i.e., the right personnel and

appropriate equipment are arriving at the scene in a timely manner, triage is appropriate.

and the victims are transported to the appropriate level hospital?)

What information/data is required to continuously evaluate and improve the system?

26
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-Statutes...

-VIIL. . Legislation
The laws affecting Trauma are in separate statutes:

Nebraska Revised s@‘u‘;es (N.R.S.) 71-5501 et.al.
Sets standards and regﬁlates certification of
Advanced Life Support (ALS) personnel, and defines
the duties and responsibiliﬁes of the Medical

Directors;

N.R.S. 71-5101 et.al. Sets standards and regulates
- cer_tiﬁcation-rof Basic Life Support {BLS) personnel.
~ and for lic_ensu're' of out-of-hospital services and

vehicles;

N.R.S. 71-7301 -et.él.’Sets standards and regulates
certification of First Responder personnel, and for

licensure of first responder services.

The Nebraska Trauma Act of 1994, establishes the
" Department as the State's lead Trauma agency.

27



Figure 2

§ 71-8501 PUBLIC HEALTH AND WELFARE

T1-5509. Certified personnel; trainee: services permitted.
T1-5510..  Certified personnel; services permitted; supervision.
71.5511. Liability; limitations. .
T1-5512. Failure to obtain consent; liability.
T1-5513. Memymdiulw:;undnmperviﬁonofphyﬂdanorphyﬁcimsur-
715514 Certificate; issuance; conditions.
T1.5514.01. Certification; qualifications.
71-5514.02. Training programs; approval.
71-5518. Certificates; reissusnce; reinstatement.
71-5515.01. Certificate without examination; reciprocity.
71.5516. Violations; penalties. )
T1-55117. Certificate; disciplinary actions; grounds; hearing; appeal.
T1-5518. False information; violation; penalty.
- 71-5519. Transferred to section 71-5501.01. ~
71-5520. Services suthorized.
T1-8521. Department; rules and regulations; standards; procedures.
71-5521.01. Department; examinations; requirements.
T1.5522, Transferred to section 71.5514.01.
71.5523. Act, how construed.

71-550). Legislative intent. The Legislature hereby finds and -
that there is a shortage of professionally trained medical and
nursing personnel for the delivery of fast and efficient advanced emer-
gencymediealmfortheﬁckandiniuredatthesoeneofaginjmand
during transportation to a health care facility, and. that improved
advanced emergency medical care is required to reduce the mortality rate
_during the first critical minutes immediately following an accident or
upontheonsetofaseriousphysicaleondiﬁon,suchasanacutemyocardial
infarction. Thelaegislatm’furtherﬁndsanddeclamthmlegislationis
requiredinordertoauthoﬁzeandprbvideeffecﬁve,pracﬁcal,andeco-
nomical delivery of advanced emergency medical care.
Source: Laws 1977, LB 138, § 1.

71-8501.01. Act, how cited. Sections 71-5501 to 71-5523 shall be
known and may be cited as the Emergency Medical Technician-Paramedic
Source: Laws 1977, LB 138, § 19; Laws 1983, LB 254, §18; Laws

1987, LB 473, § 57; R.S.Supp.,1988, § T7-5519; Laws 1989,
LB 569, § 27. :

71-5502. Terms, defined. For purposes of the Emergency Medical
Technician-Paramedic Act, unless the context otherwise requires:
(1) Approved licensed physician shall mean an individual who:

1160
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.71-5160.  Course sponsor; reinstatement.

EMERGENCY MEDICAL SERVICES . gnswn

- 71.5149.  Emergency medical technician-AM service; license; deny, refuse renewal,

_ revoke, or suspend; grounds.

71-5151.  Cetified emergency medical technician-IV; qualifications.

~ 735152 Certified emergency medical technician-IV; competency evaluation.

71-5153. Certified emergency medical technician-IV; application.
71.5154.  Certified emergency medical technician-IV; certificate; issuance; term.
71-5155. Certified emergency medical technician-IV certificate; renewal.

~ 71:5156. . Emergency medical technicians-1V; model protocol; training courses; mini-

_ mum standards; department; duties.
71-5157.  Emergency medical technician-IV instructor; approval; procedure; inspec-
' - tions and investigations; authorized.

- '71-5158.°  Emergency medical technician-IV service; license; application; contents; pro-

cedure. -
71-5159. Emergency medical technician-IV service; license; deny, refuse renewal

71-5161.  Certified emergency medical technician-IV; procedures authorized; restric-

tions.
71-5162.  Certified ambulance attendant; certain emergency medical technidans; cer-
tain instructors; certification; deny, refuse renewal, revoke, or suspend;

grounds.
71.5163.  Training course; deny, refuse renewal of, revoke, or suspend approval;
7 grounds.
71-5164. Reinstatement of certificate, approval, or license.
71-5165. Rules and regulations.

{(b) NEBRASKA TRAUMA SYSTEMS DEVELOPMENT ACT
71-5166. Act, how cited. : )

-71-5167. Legislative findings and intent.

71-5168.  Terms, defined.

71-5169. Nebraska Trauma Systems Development Board; created; members; chairper-
~ son; expenses; termination of board.

71-5170.  Board; duties.

71-5171.  Department; duties.

(a) EMERGENCY MEDICAL TECHNICIANS

71-5101. Legislative findings. The Legislature finds: _ »
" (1) That ambulance, rescue, prehospital emergency care, and basic

life-support services are primary and essential health care services and that

the presence of an adequately equipped ambulance and trained ambulance,
rescue, prehospital emergency care, and basic life-support personnel may be
the difference between life and death or permanent disability to those per-
sons in Nebraska making use of such services in an emergency;

(2) That an effective emergency medical services system may be assisted
by a program of training and certification of ambulance, rescue, prehospital
emergency care, and basic life-support personnel and licensure of ambu-
lance, rescue, prehospital emergency care, and basic life-support services
approved by the board; and :

(3) That sections 71-5101 to 71-5164 are essential to aid in advancing the

. quality of care being provided by emergency medical services in the State of
Nebraska.

Source: Laws 1975, LB 418, § 1; Laws 1988, LB 1100, § 164; Laws 1969, LB 569, § 1; Laws 1992,
LB 1138, § 21; Laws 1994, LB 1210, § 123 ‘ .
Operative date July 16, 1994.
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77301 Act, how cited. Sections 71-7301 to 717318 shall be kncf=iz

may be cited as the First Responders Emergency Rescue Act.

Source: Laws 1992, LB 1138, § 1; Laws 1994, LB 1210, § 152
Operative date July 16, 199¢.

by a program of training and certification of first responders and licensing of

first responder services approved by the board; and

(3) That the First Responders Emergency Rescue Act is essential to aid in

the advancement in the quality of care being provided by emergency medi-
cal services in the State of Nebraska, _ '

Source: uwslm,wuas,sz

71-7303. Terms, defined. For purposes of the First Responders Emer-
* gency Rescue Act:

(1) Automatic defibrillator shall have the definition found in section
71-5102; :

(2) Basic life support shall mean those acts ordinarily performes’ "
training by emergency medical technicians, including cardiopulm i
resuscitation and the use of oxygen, syrup of ipecac, pharyngeal ain
and pneumatic antishock garments, and not specifically preempted and sep-
arately licensed under the Emergency Medical Technician-Paramedic Act.

(4) Defibrillation shall have the definition found in section 71-5102;

(5) Department shall mean the Department of Health;

(6) Division shall mean the Division of Emergency Medical Services of the
department; , :

4] Fixstrespondershallmeanapersoncerﬁﬁed by the department pursu-
ant to section 71-7304 to locate and provide initial basic life -support to
patients at the scene of an emergency; ’

(8) First responder-A/D shall have the definition found in sectiop
71-5102; '

(10) First responder-A/D service shall have the definition found in
section 71-5102; : .
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Policies &

Procedures...

IX. Administrative Rules

Development of Nebraska Rules and Regulations for carrying out

Trauma legislation should include public input, in-depth reviews by

_ the Department of Health, the Trauma Board, and formal public

hearings.
Policies & Procedures

The Nebraska Department of Health policies and procedures for
certification, lice.nsure, and fraining list specific prot:esses for those -
standard activities. In addition, detailed operational policies and |
ptoéedures for local delivery of trauma care are contained in Trauma
Patient Cai'e Procedures, M¢dica1 Director Patient Care Prbtocois,

local ordinances, and similar documents.

Dedicated financial support must be provided to fund the Trauma
plan. Funding for education, for application, evaluation,

maintenance and monitoring the Nebraska Trauma Plan and Trauma

Registry.
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X.  Finance

- TRAUMA SYSTEM BUDGET
General : Year One Year Two
Rent - : ’ $2,500 52,500
Postage - ' 8,000 © 6,000
~ Telephone : 3,000 4,500
Data Processing (Trauma Registry 1.5 FTEs) 50,000 50,000
Publications/Library _
Publishing and Printing : 12,000 15,000
Dues and Subscriptions ' _ - ' ' 500 250
Equipment ,
Office Equipment 1,000 1.000
Communication Equipment 1,000 500 .
Equipment Repair 250 500 ' _ {)
Supplies
Office Supplies ' ’ 1,500 1,000
Consultant Fees
Legal Services : o ‘ 2,000 3,000
Travel Expenses 7
. Consultant Travel Expenses ' 800 1,200
Board and Lodging : ' 2,000 4,000
Commercial Transportation 8,000 8,000
State Transportation . 8,000 3,000
Personal vehicle mileage 15,000 15,000
Miscellaneous 1,000 1,000
Capital Outlay v
Purchase of Computer Hardware ‘ 10,000 5,000
Purchase of Computer Software 150,000 5,000

Mhageint” |
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Personnel

Trauma System Administrator and Staff Salaries & Benefits
State Medical Director

Regional Medical Director's

Designation

Training Education

Hospital & Community Training, Public Information
Public Hearings .

Stafff ATLS/TNCC/MTTU/PHTLS/BTLS

TOTAL COST '

Anticipated Income
Designation Fees
Federal Grants
General Funds
Trauma ER Surcharge
TOTAL INCOME

Trauma System Administrative Costs

60,000

© 50,000
25,000

25,000

62,500

10,000
80,000

$589,050 '

$15,000
40,000

- 155050

375,000

$589,050

60,000
50,000
50,000

75,000

162,500
0

80,000
$508,950

$50,000
0
0
500,000
$550,000

The costs of a trauma system are often divided into administrative (those incurred in the day-to-day

system process), overhead costs, and direct patient-care costs. These Trauma System costs are so

entwined it is difficult to discern one cost independent of the others.

Trauma funding generally come from the state's General Fund and from Federal Block Grants,

making it subject to changes in the economy and putting it in'competition with other state

programs. Alternative dedicated funding sources need to be addressed. The TSDB has identified

several types of funding scenarios as potential permanent funding:

¢ Aninsurance surcharges on Property and Casualty and/or worker’s compensation.

v Lump sum fee per trauma patient. 1t has been proposed that a $250 flat fee be added to
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each trauma patients bill to fund the Trauma Plan. In most cases this fee will be paid for
by the patients insurance company. '

Voluntary contribution in the form of a foundation.

General Fund dollars

Surcharge c;n Alcoholic Beverage Sales or Tobacco. A small surchargé ($.01) bé_ leveled

on all alcoholic beverages and/or Tobacco products sold in Nebraska stores.

Trauma System Pr.ovider and Facility Costs

Prehospital - Prehospital care providers in Nebraska range from small rural fire districts

providing First Response service with an all volunteer staff, to large metropolitan fire _ ' }

'departments and ambulance services employing full-time, paid Paramedics and Emergency

Medical Technicians. Consequently, costs for Prehospital service cover a full array of

alternatives.

The cost of care and ambulance equipment is often a major problem particularly, for smaller

agencies and especially for volunteer services. In addition to assuring that basic life support

equipment needs are met, these agencies must also get advanced life support and communication

equipment.

In some rural areas, helicopter service may be essential to ensure rapid transport to distant trauma

facilities from either the scene or a Basic or General trauma facility. However, helicopter services

cost over $1 million per year in staffing, operations, and helicopter rental. Moreover, third-party

 payers rarely provide adequate reimbursement for this service.
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Hospitals - The establishment of a "trauma service" in a hospital requires an investment in
professional staffing, participation in a trauma registry and quality improvement program. The
costs for these ongoing operational functions vary by institution and depend upon the level of

trauma service the facility is proposing to offer.

System Costs -Implementation and administration of trauma systems include start-up and
ongoing costs. These costs include supporting the process of regional boards, designation of
hospitals, managing systems analysis and development, managing data, regulatory activities, and
prevention programs. State-supported training for aciministrators, pre/ out-of—hospit_al and
hospitai proiriders is needed. In addition, communication systems and a trauma registry is
necessary in a trauma system. These are ongoing costs of an effective trauma system and must
be supported. These costs should be balanced against the cost to society if this system is not

provided.
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" Public Information, Prevention, Education and Training

“Trauma is

preventable...

»

XI. Trauma Prevention, Public Information, Training and -

Education
Problem Statement:

Trauma is preventable. Without an active Trauma Plan and |
educational campaign to inform Nebraskans of Traumd s
preventability. Trauma will continue to be an escalating concern. A
Further, there are no inﬁrmationa! programs to inform elected |

officials of the growing concern of Trauma Prevention, Training

. and Education in Nebraska.

Recommendation:

Devise a program that would educate elected officials of the leading

causes of trauma and preventive measures that can be taken..
Elected Officials

Elected officials and influential community members need to be
informed of the potential cost savings of trauma prevention. Simple
measures such as seat belt usage have been shown to decrease |
fatalities by 40-50% and serious injuries by 40-60%. One study
demonstrated that seat belt wearers required hospital admissioﬁ |
6.8% of the time versus 19.2% for non-seat belt wearers. 'Fufther, |
seat belt wearers had a 66% decline in hospital charges. (Department
of Transportation).
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Program: The Regional Trauma Systems will have a standardized elected official package that
could include several current studies of successful trauma prevention programs, brochures of
ongoing pievention programs and a “most-asked question” sheet. Prior to the elected officials
training, the members of the Regional Board will be well trained (i.e., “train the trainer”)
concerning-ongoing trauma prevention efforts and successful national and regional traumé ‘

preventiori programs.
High Risk Groﬁps

High risk groups in Nebraska are very diverse. They include the elderly and the very youﬁg who
have higher morbidity from falls and are often victims of abuse. According to the Indian Health
Service, the Native American population has been identified as having a higher rate of injury
than any other race in Nebraska. This is due in part to their consumption of alcohol and other

substances. Also, included in the high risk category are farmers. _ : \}

Certain high risk groups are predisposed to trauma. Evidence collected over many years has
shown a direct correlation between increasing blood alcohol concentrations (BAC) and the risk
of motor vehicle accidents, falls, and domestic violence. The same correlation has been found

with the use of illicit drugs.

Program: Initially, a definition of the problem should be determined and trauma prevention
specialists should be identified. Collaboration with these specialists and coordination with
community leaders should increase awareness and efforts in augmenting and expanding

- prevention programs.

)
:j";
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Public Information, Prevention, Education and Training

“Collaboration |
between various
agencies and
private sector "
business involved)
in EMS is

crucial.”

XII. Interagency and Private Sector Collaboration

Problem Statement:
There is little collaboration between various agencies and private
sector business involved in EMS. As a result, injury prevention and -

education is inefficient or repetitive.

Recommendation:

‘Form collaborative groups to share information and work in

partnership to provide training and education for themselves and

their community.
Assessing What’s Qut There

With a trend toward shrinking resources, the elimination of
duplicative efforts would be an appropriate priority withih the
formation of any prevention program. With so many prevention
efforts, the need to create new programs is rarely needed. Therefore,

the creation of a list of existing injury prevention programs would be

‘a useful addition to the prevention educator’s resources. The

Department’s Injury Prevention & Control Program currently has a
listing of volunteers and professionals throughout Nebraska that are
involved in Injury Prevention on some level. While the list may

never be complete, it is a good starting point for the completion ofa

guide to State prevention programs. Injury
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prevention professionals and advocates could use the guide to obtain existing programs and

materials, eliminating the time spent creating new programs.
State, City and Local Agencies

Interagency collaBoratiOn among law enforcement, fire and emergency responders in the areas of
prevention, evaluation and long term solutions is essential. There are many state and
community efforts, i.e., DARE, Junior Firestarters, etc., that could be linked to the efforts of la;zv
enforcement professionals. It isn’t often that legal and medical professionals collaborate in
prevention efforts whether urban or rural. Efforts to link these various groups througha

newsletier etc., as well as collaborative effort in training and education is proposed.’

The Uniform Report from the Nebraska Crime Com:ﬁission and Social Services wbuld be
appropriate sources of statistics for these common traumas, i.e., MVC hand gun violence, }
domestic, child and elderly abuse. Sharing these statistics with Trauma Regions and the Trauma

Advisory Board would be a first step toward a complete view of the complex problem of trauma.

These same groups could help shape public support for the creation of laws that would be

meaningful and enforceable. Expansion of the current training programs in First Response that

the Sheriff’s offices currently use,- to.other law enforcement agencies such as the city Police and

State Patrol would be valuable. A tracking system for these statistics and reports of them'should

be combined with the statistics from the State Trauma Régistry to create an accurate account of

problem areas in Trauma. The conclusions of these reports would be utilized for Prevéntion,

Education and Training Programs.
Safe Communities

The National Highway Traffic Safety Administration (NHTSA) is promoting the idea of “Safe
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Communities” in Nebraska through the Nebraska Office of Highway Safety. The model

* of “Safe Communities” was initiated in Sweden where injuries were identified as a project for
preventive health care. These programs are citizen-based, document the frequency and causes of
injury, cover all ages and ali injuries, design interventions to address high risk groups and are
long-term (rather-than shoﬁ—tenn) in their focus. While these “Safe Community” initiatives will

begin with an emphasis on traffic-related injuries, all priority injury issues should be addressed.
NETS Coordination

The State coordinated Network 6f Employers for Traffic Safety (NETS), sponsored by the
Nebraska Office of Highway Safety and the Safety and Health Council of Greater Omaha, has
established a network of participating member businesses and corhpanies that have identified the
need for traffic related injury prevention. Through a customized pro_érarrl, each business or
company implements injury and trauma prevention programs to their employees. Utilizing this
network can provide a mechanism to educate citizens at the local level about the State Trauma

Systems needs and expectations.
Nebraska Injury Prevention Coalition

The Nebraska Injury Prevention Coalition (NIPC) currently consists of five task forces; Fire &
Burn Prevention; Pedalcycle/Recreation Injury Prevention; Motor Vehicle related Injury |
Prevention; Poison _Prevention, and SAFE KIDS. These task forces coordinate and carry out
injury prevention activities across multiple agencies. This coordination of effort, and merging of
resources create an efficient and effective mode of program implementation. This committee
recoinmends the continuation of the NIPC under the direction of the NDOH Injury Prevention &

Control Program.
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Professional Associations

A critical component in the development of a state trauma system must be the identiﬁcétion,
solicitation, and collaboration of health care and insurance related professional associations and
their members. Providing the opportunity to involve those associations will enhance the efforts

of education, legislation, and environmental change at both the local and state level.
Insurance Coalition

As one of the major fiscal beneficiaries, insurance companies should be strong partners in
successful injury prevention activities.. Reductlon of severe and disabling injuries will result in
lower expendltures for acute care and rehabilitation by insurance companies. While several

companies in Nebraska have contributed to the cause on an individual basis, a joint effort would

Ay
Ry

be gnor’e. efficient and effective. Therefore, a consortium of these companies with other
prevention groups such as HMO’s would be of benefit both for public health and the private

sector.
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-~ “Children are
~one of the |
highest risk
groups for |
Trauma Injury:
They have a
 higher mortality
rate and their
injuries are the
most

preventable.”

XIIE. Pediatrics and Trauma
Problem Statement:

In Nebraska, children are one of the highest risk groups for Tr_aumd
Injury. They have a higher mortality rate and their injuries are the
ﬁzost preventable. Currently Nebraska has no pediatric Trauma |
Plan. Further, there has not been a statewide EMS Assessment that

would give an overall view of EMS in Nebraska.
Recommendation:

Perform a need’s assessment of the entire State of Nebraska and
create a workable plan for Pediatrics and Trauma. Assess what is
currently available and how that information could work in

conjunction with the overall plan.
EMSC Grant and Assessment

In 1994, 2,357 children between the ages of 0 and 14 were injured_,
sometimes fatally, due to motor vehicle related incidents. Of thé
children who were transported by area ambulance services and were
rej:orted to NARSIS 53.9 percent of injuries were trauma related and

28.1 percent were a result of medical emergencies. From 1990-

" |- 1994, the leading cause of death for children 0-21 years was from

motor vehicle crashes. (NARSIS Annual Report, 1994, St,andard'

Summary of Nebraska-Motor Vehicle Traffic Accidents-
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Nor.

-Department of Roads)

Due to these alarming statistics Nebraska has applied for an Emergency'Médical Services for
Children (EMSC) planning grant. The first phase of this grant is to develop an assessment tool
to survey all ambulance services, first responder teams, medical traiﬁing institutions and -'
hospitals. The survey results will allow the State to evaluate what types of training' are aVéiIabIe
for Emergency Medical Technicians (EMTs), Nurses and Physicians. It will also identify
prevention programs across the state and highlight the resources that are available in each
| community. Information obtained from this assessnient will be provided to othe_r organizations

and agencies in order to collaborate with them to enhance prevention programs statewide.
An EMSC Advisory Committee will be established to develop a ﬁve-yem Pediatric Plan.
EMS Assessment : | | )

" Nebraska has initiated an EMS Assessment which will be facilitated by the Nebraska Office of
Highway Safety and conducted by the National Highway Traffic Safety Administration

| (NHTSA). Public Education and Prevehtion are components of the Assessment. The results of
the Assessment will assist the Trauma Board and subsequent regions in providing an accurate

look at Trauma in the State.
Training with Fire, Poliée, Ambulance Services, First Responders and Hospitals

The information gathered from the EMSC survey and the EMS Assessment will enable the state
to decide who, what and where prevention education progréms need to focus statewide. With
this information, EMS Coordinators, NIPC and the EMSC advisory Committee can begin to

formulate a plan to increase awareness and begin making an impact to reduce injuries and deaths

. “‘ - '
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among Nebraskans.

. EMS Coordinators will assist the regional fire departments, ambulance services, first responder
- ._teams and hospitals to create preVEntion programs and prevention materials to distribute in their
areas. Communities could get involved through the schools, EMS Week, Fire Prevention Week.

- Senior Centers, Girl and Boy Scouts etc.

_ Continuing education should be encouraged for ambulance servicés and emergency room
personnel. The classes should include: Pre-Hospital Life Support, Basic Trauma Life Support,
_ Pediatric Advanced Life Support, Advanced Trauma Life Support, Trauma Nurse Coordinator
Core Course, Advanced Cardiac Life Support and other continuing education programs. Fire
departments and a‘mbuiance services should be included as advocates for pfevention and

education.
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XIV. Statewide and Regional Trauma Management

Problem Statement:

Trauma _ |

The State and Trauma Regions will need Management and
Regions... Oversight

Recommendation:

Designation of a Statewide Trauma System Administrator,
Statewide Medical Direcior, and a Medical Director for each

Trauma Region.
Discussion:

The NDOH shall designate a State Trauma System Administrator
who, working in conjunction with the EMS-Coordinators, will assist
the State Medical Director and Medical Directors of the various

regions in the setup and operation of each Trauma Region. .

The Statewide Medical Director, who contracts with the stat_e; is
responsible for oversight and direction of the Regional Medical
Directors. In addition, the Statewide Medical Director Chair’s the
Statewide Trauma Care Board. This individual shall hav-e the

_ following requirements:
. A Physician licensed in the State of Nebraska
. Practicing medicine in the Trauma Region in which they

48
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serve as Medical Director -
. | ACLS certified.
. ATLS cen‘iﬁed.
Responsibilities include, bui are not limited to:

. Work with the State Trauma System Administrator and the EMS Coordinators of the

NDOH 16 set up and maintain the systéms necessary to provide optimum Trauma Care in -

the State.

. Chair the State Trauma Care Board
)

. Provide leadership and lead discussion concerning Quality Assurance for the State "
. Supervise Regional Medical Directors
. Review and update trauma protocols and statistics for the State
. Attend at least one meeting annually in every region.
. Supervise, consult with and pi'ovide guidance to the Regional Medical Directors

. Liaison with the Joint Board of Ambulance Advisors and the Board of Advanced

Emergency Care

Wi
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The Regional Medical Director, who contracts with the state, is responsible for the operation of

the Trauma Region: This individual- shall have the following requirements:

A Physi_,ci_an licensed in the State of Nebraska

Practicing medicine in the Trauma Region in which they serve as Medical Director

«  ACLS certified.

. ATLS certified

Responsibilities:

. -Work with the State Trauma System Administrator and the EMS Coordinators of the

NDOH to set up and maintain the systems necessary to provide optimum Trauma Care in

that Region.

. Review all incidents activating the Trauma System.

. Become actively involved in the training, inservice and review courses occurring in the
Trauma Region.

. Annually review the Trauma Protocols of their Trauma Region.

. Annually review the statistics of their Trauma Region with the Trauma Systems
Administrator of the NDOH.

. Assist the EMS responders, services and their Medical Directors in all aspecfs of trauma

50



" Trauma Medical Di;ir ‘«)}

el

care, to include, but not necessarily limited to, quality assurance, quality improvement,

protocol writing and maintenance, run review and skill maintenance.

Attend the meetings of the Regional Trauma Medical Directors and the State and
Regional Trauma System Advisory Committees as may be necessary for the operation of

the Trauma System.
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XV. Local Medical Direction

i E ac h E MS Prqblem Statement:

S erwce andjor Local Medical .Direction is frequently absent or has poorly defined

Service Unit roles and responsibilities.
’ .
| licensed through | pecommendation:
the State of

Each EMS Service énd/or Service Unit whose Service is licensed

: Nebraska must through the State of Nebraska must have an active Medical Director, '

have an active whose salary is paid by the Service, and who shall:

M edlcal e . Review all trauma runs triaged, treated or transported by that
Director.” | Service.
. Review, assist or participate, as instructor or monitor, the

training, in-service and review courses their Service uses.

. Annually review the Trauma Protocols of their Service unit

. Annually review the trauma statistics, including the outcome
of their patients.

. Assist their Service in all aspects of trauma care, to include,

but not necessarily limited to, quality assurance, quality

improvement, protocol writing and maintenance, run review

and skill maintenance.
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. Implement the Regions Annual Prevention Plan.

Each Local Medicdl Directors shall:

* Be a Physician licensed in the State of Nebraska

. Practice in the same Trauma Region as_ﬂle unit they serve.

*» ° Be ACLS certified.

*  BeATLS certified.

. Along with the Trauma System Administrator, shail host or arrange régula_u‘ meetings with -

each region’s EMS Services Medical Directors and the Medical Director of that Trauma " 3

Region.
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“Nebraska will
be divided into
designated

T rauma Regions
which will
adhere to
statewide

standards.”

Prehospiital

XVI Statewide Standards

. Problem Statement:

There are no statewide standards in the prehospital arena.
Therefore, there are varying levels of training and treatment of the

trauma patient.

Recommendation:

The State of Nebraska will be divided into designated Trauma

~ Regions which will adhere to statewide standards.

The Prehospital care system currently resi:onds to trauma incidents
as well as non-emergency medical situations. However, these
systems are independent and lack coordination. As a result the
patient is unlikely to receive the best available care. A centrally
coordinated Trauma System would improve the response of the

existing Prehospital components.

The Prehospital components consist of communication personnel,
EMS (Emergency Medical Services) police and fire departments.
The EMS services include First Responders, Emergency Medical
Teclinicians—-basi_c level (EMT), Interméd_iate level (EMT-I) and

_ Paramedic level (EMT-P), including those EMT’s with additional

certifications.

LY



Prehoz.‘ }3 |

First Responder units provide exirication, assessment, triage and basic stabilization of patients at
the transfer site and/or while the ambulance is en route. First responders are trained using a forty

(40) hour standardized curriculum from the Department of Transportation (DOT).

Basic life support services (EMT, EMT-A/D), proiride extrication, assessment, triage, non-
invasive, treatment, and transport. EMT’s are trained utilizing a one hundred ten (110) hour a
DOT curriculum. EMT-A/D’s Emergency Medical Technicians-Automatic Defibriilator has an

additional eight (8) hours of training from the Nebraska standardized curriculum.

Advanced life-support servicés (EMT-D, 1, P) provide extrication, assessment, triage, non-
invasive and limited invasive treatment and trapsport; All advanced EMT’s complete the one
hundred ten (110} hour basic DOT-curriculum. Each of the following levels complete additibhal
training; EMT-D (Emergency Medical Technician-Deﬁb;illatof-—Manual) an additional sixteen
(16) hours of Nebr;iska standardized curriculum. EMT-I’s have an additional 360 Hours of
DOT curricelum. EMT-P have an additional 806 Hours of DOT curriculum.

i w._»-jr

As of January 1996 the following number of personnel is licensed in Nebraska:

First Responders 175

Total EMT’s - | 8,074
of this total

EMT | 5079

'EM'f-A!D 2258
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'EMT-D 272

EMT-I 126
EMT-P ' 339

(Source: The NDOH, Professional and OccﬁpationaI'LicenSure;)

When a trauma incident occurs, the public activates fhe system via telephone or radio to notify a
local EMS Service. The EMS Sexjvice goes to the scene, assesses and performs triage, treats and’
transports according to their level of certification. The Service generally transports to the nearest
hospit_al, which is not always the most appropriate location for that patient. There, thé trauma.
patient is assessed based upon the level of skills of the attending personnel and then is either

treated or transferred to a hospital better e(juipp'ed to handle the degree of injury.

The EMS System has evolved in the State of Nebraska. Over the last 30 years the EMS System

has continued to upgrade the quality of trauma care delivered. The issue now is how to integrate

~ the guidelines of the new Trauma Plan with the existing Trauma System.
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Education...

- Support Training Agencies, and Emergency Medical Services.

XVII. Training and Continuing Education
Problem _Statemen_t:

Recruitment of, training of,-and continuing education for

Prehospital personnel is needed on an ongoing basis.
Recommendation:
Development of an ongoing program of recruitment, training and -

continuing education which would be coordinated by the Regional

Coordinator and Medical Directors. The program would be

‘stmctured by the Designated Trauma Centers. Advanced Life

. Discussion:

Each Trauma Region, working in conjunction with the NDOH, the
Medical Director of the Trauma Regions, the desighated Trauma
Centers, the educational institutions within its boundaries and/or
serving its area, and the EMS Services and other providers across
the state shall ensure adequate Training, Inservice and Review

Courses for the trauma providers.

Status: Prehospital care providers in Nebraska range from small

rural fire districts providing first response service with an all
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volunteer staff, to large metropolitan fire departments and ambulance services employing full-
time, paid EMT’s of all levels. Consequently, the resources cover a full array of possibilities.
As of the end of 1995, 92% of the state’s Prehospital services were BLS certified. Eighty-three
percent were all volunteer services and 17% were paid Prehospital services. (NDOH.
Professional and Occupational Licensure Section) Volunteer personnel for the most part work at
full time jobs and run fire and EMS calls on the side. ThlS situation creates stress not only the’

EMT but their families, their employers, and their communities in many ways.

When activation occurs in a volunteer system, the response may vary considerably. However, -
despite its’ limitations, the system works well. With limited funding available on a federal and
. state basis, the availability of education for new and current EMS prehospital care providers is

inadequate.
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Data Collection

Evaluation...

"XVIiI.' - Data Collection

—
i

» . Problem Statement:.

A system of data collection is necessary for quality control, medical -

review, research and if necessary, judicial and legal review.

Recommendation:
A system of data collection shall be established.

Discussion:

This data collection system shall:

. _ Ensure that copies are developed for 1) the initial
managing Service, 2) the transporting Service and

the initial destination, and 3) the Trauma Region.
. Provide data for routine run reviews. _

. : Provide data for ongoing and future trauma research,

including epidemiological research.

. Have single entry capability for the capture of data.
This will require establishment of computer systems

and electronic data transfer.




Prehospiital

| S,

. Utitize ICD-9 (or ICD-10 when appropriate) and E-code structure.
Itis récognized that the current NARSIS form is a valuable tool. buit will need modifving

to meet the above criteria;

This data collection system is needed to support a Statewide Trauma Registry, it must be of

adequate scope to provide a basis for evaluatiér_l of trauma care and trauma research.
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XIX. Certification Process

Problem Statement:

A system of recognition of skills and training of individuals, both

Prehospital and In-hospital, is necessary.
Recommendation:
Require the individuals, agencies, and vehicles involved in-Trauma

care to meet the EMS and ACS standards of certification (also
inciuded would be PHTLS, ATLS, etc.) All Prehospitgi personnel

- should be provided with airway management training.

Discussion:

All vehicles used to transport trauma victims shall meet the laws and

regulations of the Advanced Emergency Medical Care Board and/or

the Board of Ambulance Advisors.

All'personnei involved in the organized response to Trauma shall be

certified by the State of Nebraska under existing laws.

An EMS Service may be designated as Certified Basic Trauma

Transport Service or Certified Advanced Trauma Transport Service N

. if it meets a standard response time criterion.




Prehospiital

. has 24 hours, seven days a week, coverage by Prehospital Trauma Life Support trained
personnel if it is ALS, or BTLS and if it is a BLS Service |

. if it has additional trauma equipment, including pediatric equipment. This equipment

will be designated by the NDOH, and,
. have been trained in airway management and control.
The designation of a Certified Trauma Transport Service is voluntary and displays a level of

expertise that»may be achieved by EMS Serviceé. The difference between Basic and Advanced
is the certification level of the Service, BLS 6r ALS.
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“The State shall
have Protocols
for
communication,
triage and

treatment.”.

Communication, Transport & Triage

XX. Communication and Transport
Problem Statement:

Without coordinated protocdls of actions concerning

communication, transport and transfer, medical direction will

‘continue-to be chaotic and may result in long term disability or loss

of life.
Recommendation:

The establishment of Statewide Protocols for treatment of trauma
patients activating the Trauma System. The allowance of regional

modifications, after approval from the State Trauma Board.
Discussion:
The State shall have Protocols for communication, triage and

treatment. These protocols shall integrate both ALS and BLS

approaches, and shall include:

. Access to the system (i.e., 911)
. Immediate response to notification of incident (i.e., central
dispatch)
. Pre-scene operations to include level of response
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. On scene operations and treatment. The Medical Incident Command System is strongly
éncouraged |

. Transport protocols from scene to nqareSt appropriate facility and interfacility transport, if
needed o '

. “Data collection to include statistical compilation with an interface to the statewide

Trauma Registry.

Protocols shall be compatible with the Laws and Regulations of both the Board of Advanced
Emergency Care, and the Board of Ambulance Advisors. Also, Nebraska statewide and local

Emergency Operations and Disaster Plans shall be integrated into these protocols.
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STATE OF NEBRASKA

Figure 3 _

PREHOSPITAL TRAUMA TRIAGE PROCEDURES

_ehospital assessment of injured patients for triage is based upon the following 4 steps. Presence of any factors listed in |
~Step 1 or Step 2 require activation of the Trauma System. Activation of the Trauma System may also be indicated for

patients presenting only the factors listed in Step 3 or Step 4, following consultation with medical control.

STEP 1

STEP 2

STEP 3

STEP 4

VITAL SIGNS AND LEVEL OF CONSCIOUSNESS
Adult - Pediatric (<6)

*Shock: Systolic Blood pressure <90; or BP<9-; HR. 120

*Respiratory Distress*: Respiratory Rate <10 or >29; or Same

*Altered Mentation: Glasgow Coma Score {<14) Same

*|f prehospital personnel unable to effectively manage airway, consider rendezvous with
ALS unit or nearest appropriate facility.

NO)N

ASSESS ANATOMY OF INJURY

* Penetrating injury of head, neck, torso, groin, or

* Combination of burns; involving face or airway; or
* Amputation above wrist, ankle; or

* Spinal Cord injury; or

*  Flail Chest; or

¢ Two or more obvioius proximal long bone fractures

Y

ASSESS BIOMECHANICS OF INJURY**

+ Ejection of patient from enclosed vehicle; or

* Auto-pedestrian/auto-bicycle injury with significant (>5 mph) impact
*  Pedestrian thrown or run over . :

* Motorcycle crash >20 mph or with separation of rider from bike

NO

CONSIDER THE FOLLOWING** .
A. Paramedic “gut feeling” of injury severity
B. Co-morbid factors '
*Extremes of age (<12 and>60 years of age) ‘
Hostile environment (Such as extremes of heat or cold) -
*Medical iliness (such as:COPD, CHF, renal fajlure, elc.)
+Presence of intoxicantsthazardous material

+Second/third trimester of pregnancy

High energy transfer situation

*Rollover

*Falls >20 feet

-Extrication time >20 minutes

Burn Injury

*2nd and 3rd degree bumns of face, hands, feet, perineum
+Significant electrical burns

«Closed space fire (inhalation)

ACTIVATE
TRAUMA
SYSTEM

1. Take patient to
the highest level
trauma center within
30 minutes via
ground or air
transportation.*

2. Consider Inter-
hospital transfer
criteria from Level
iI-V or non-trauma
centers.
YES 3. Note activation
of Trauma System
"in Registry/Quality
Assurance data-
base.

v, CONSULT
MEDICAL
CONTROL

**These criteria should cause
a high index of suspicion that
the patient may have sustained
a severe injury. Consultation

- with medica! control is recom-

mended to assistin the
decision to activate the trauma
system for these patients.
REGARDLESS, ail
patienis who met these criteria
must be entered into the
Registry/Quality Assurance
Data system.
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XXI. Statewide Coordination of Emergency Services
Problem Statement:

Currently there are no statewide provisions for coordinated,

appropriate access or dispatch for emergency services.
Recommendation:

Establishment of Emergency Medical Dispatch Ceriters and 911

Systems.
Status of communication system:

The communication éy’stem within Nebraska varies greatly from
region to region depending upon financial aﬁd personnel resources.
As of 1993, sixty-fdur (64) percent of the state is covered by 911
communication. Thirty-six (36) percent of the dispatch centers

within the state have Emergency Medical Dispatch Training (Heilig

Report on Trauma in Nebraska, 1995.) Activation of a “trauma

" system” is currently possible' in only a few areas of the state.

Discussion:

Each Trauma Region will have an Emcfgency Central Dispatch
structured according tdvthe'recomniendétions, of the DOT. This

Dispatch may be a currently operating medical dispatch contracted

i
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_ to provide on—liné dispétch and contact with on-line medical control for the Trauma Region. It
need not be in the Trauma Region it serves, but shall have a contractual relationship with each
region 1t serves. Ongoi}ng physician direction, managemént and review shall be an integral part
of its operation. All dispatchers shall have completed the appropriate training. The dispatch.

- shall have in its possession a current listing of EMS responders, levels of certifications and each
potential transport destination's levels of staffing and equipmént. The dispatch shall have
reliable communication links to all EMS responders and transport destinations (usually, but not

necessarily, a hospital) throughout the State.

One of the responsibilities of the Trauma System Board is to encourage the establishment of 911

and E-911 system throughout the state.

It is to be recognized that several of the telephone systems in the State of Nebraska are not yet

capable of supporting 911, so efforts must be made to improve these systems.

Tiered Rosponse
Tiered Response is defined as:

The assignment, according to local protocols, of emergency medical resources
~with varying levels of care capability to the scene of an illness or injury based on
information received from previously arrived, medically traiﬁecl, on-scene ‘
“.responders. A sequential response differs from a simultaneous response. (ASTM
F1177)

When prehospital personnel are treating and transporting a trauma patient, it is required that the
patient receive the highest level of appropriate care available. The appropriafe level of care will
be determined by established regional protocols or by the on-line medical director. This

mandates that out-of-hospital providers participate in “sequential or simultaneous response” as
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defined by the State Trauma Committee. If a service provider fails to request or provide the
appropriate response, the run shall be reviewed by the Regional Medical Director. Failure to
participate in appropriate response to patient care may result in licensed service and individuals

becoming subject to disciplinary action by the State. -

o
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1.} ‘l‘hlsstandardlsmtendedtoprowdcstandarddeﬁm-
nonsoftermswh:chapp!ytoallf-"wstandardsbutwhxch
are more precasethancommonusage. ' _

2. Terminology .

2.1 Appmpnatc deﬁmuons for mterpmanon of terms
used in ASTM Emergency Medical Services standards shall
be determined in the following order:

2.1} Speaﬁc definitions of terminology or description of

: dinct medical diréction—the process of prov:dms immediate

physlc:an orders to EMS personnel through direct com-
munication (a.k.a. on-line medical direction). '

dispateh life support-—the knowledge, procedures, and skills

tcrmsprov:ded in the standard. Thwemllapp!ytouseofthe '

term in that standard only. . .

2.1.2 ASTM Standard Tcrmmology Relatmg 0 Emer-
gency Medical Services (Standard F-1177).

2.1.3 Taber's Cyclopedic Medical Dictionary, 16th Edi-
tion (Philadelphia: F. A. Davis Company, 1989).

2.1.4 Mosby's Emergency Dictionary (St. Louis: C.V.
Mosby Company, 1989).

2.2 Definitions:

advanced life suppon-medxally accepled life sustaining,
invasive or non-invasive procedures; provided at the
detection of a physician or other authorized health care
provider.

ambulance—a vehicle for transportation of the sick and
injured, equipped and staffed to provide emergency med-
ical care during transit.

ambulance service—a qualified provider of medical transpor-
tation for patients requiring treatment and/or monitoring
due to illness or injury.

basic life support—medically accepted non-invasive proce-
dures used to sustain life.

call rotation—a system in which emergency medical re-
sponses are aliocated sequentially to multiple providers.

clinical medical practice—patient diagnosis and treatment,
including treatment protocols, which are the purview of
quahﬁed professionals (as determined by the state or other
appropriate authority).

definitive care—a level of therapeutic intervention capable of

providing comprehensive halth care services for a specific
condition.

delegated practice—the medical activities of providers per-
formed under the authority and direction of a licensed
physician.

3 This serminology is under the jurisdiction of ASTM Commitiee F-30 on
Emudnlmmgmedueamonﬁhmyd&bwmmm
F30.06 on Terminology.

Current edition approved October 15, 1993, Published Fuly 1994. Originally
published as F 1177 - 83. Last peevious edition F 1177 =932

iy

used by trained emergency medical d:spatchers in gmdxng
care by means of post-dlspatch (pre-arrival) msu'ucuon to

- callers,

EMS region—a defined geographic area used for EMS

planning, development, and coordination. °
medical facility—a physical structure, excluding

mobile .vehicles, which has been approved by the appro-
priate- regulatory authority to receive emergency patients
and which is equipped and staffed to evaluate and treat
patients with life thmtenmg conditions.

emergency medical services (EMS) system—a coordinated
arrangement of resources (including personnel, equip-
ment, and facilities) organized to respond to medical
emergencies, regardless of the cause. '

emergency medical services—the provision of services to
patients requiring immediate assistance due to illness or
injury, including access, response, rescue, prehospital and
hospital treatment, and transportation.

health care provider—an organization, institution, or indi-
vidual authorized to provide direct patient care.

indirect medical direction—the physician management of all
clinical aspects of an EMS system, including but not
limited to planning, training, implementation, and evalu-
ation (a.k.a. off-line medical control). -

medical direction—physician responsibility for the develop-
ment, implementation, and evaluation of the clinical
aspects of an EMS system.

medical director—off-line—a physician responsible for all
aspects of an EMS system dealing with' the provision of
medical care (aiso known as System Medical Director).

medical protocol—pre-established physician authorized pro-
cedures or guidelines for medical care of a specified
clinical situation, based on patient presentation {a.k.a.
standing orders).

medical transportation services—the moving of patients
from one location to another. Specific services include any
or all of the following: emergency and non-emergency
medical response and transportation; scheduled and non-
scheduled interfacility transfers, medical standbys, long-
distance medical transfers, air medical response and trans-
port (helicopter and fixed win'g aircraft); and stretcher and
wheelchair transport services.

medical transportation system—a sub-system of the emer-
gency medical services system consisting of an organiza-
tion or coliection of medical transport services which
provide transportation, treatment, and observation of
patients for a specific geographic area,
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mutusl aid—the furnishing of resources, from one individual
or agency to another individual or agency, including but
not limited to facilities, personnel, equipment, and ser-
vices, pursuant to an agreement with the individual or
agency, for use within the jurisdiction of the individual or
agency requesting assistance.

ou-line medical physician—a physician immediately avail-
able, when medically appropriate for communication of
medical direction to non-physician prehospital care pro-
viders in remote location.

prehospital emergency medical services—a sub-system of the

- emergency medical services system which provides med-
ical services to patients requiring immediate assistance due
o illness or_injury, prior to the patients’ amival at an
emergency medical facility.

sequential response—The assignment, according to local

protocols, of emergency medical resources with varying
levels of care capability to the scene of an illness o injury

73

based on information received from prevfonsly artived,

medically trained, on-scene responders. A sequential re.

2

sponse differs from a simultaneous response,

- simultaneons response—The assignment of multiple emer-

gency-medical resources to the scene of an illness or injury
based on initially available information-and local opera-
tiona]polida.'l‘h’esemayhavevaryinglcvdsofm
capability (for example ALS and BLS, ground and air),
Subsequent care and/or transportation of the patient is
provided by the unit which most closely meets the
patient’s needs. A simultaneous response differs from a
sequential response.

*standing orders—a type of medical protocol which provides
specific-written orders for actions, techniques, or drug
administration when communication has not been estab-

lished for direct medical direction. ' ‘
trauma care system—a subsystem within the EMS system

designed to manage the treatment of the traumia patient.
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XXII. Interfacility Transfers =

Problem. Statemgnt_: _

“Create | |
_ There are no uniform protocols for Inierfdc‘iligjz ransfer for the State -
protocols and |

of Nebraska.
levels of
: Recommendation:
authority for
Interfac il ity Create protocols and levels of authority for 1nterfacility transfers.

tf ansf ,er S. _ Every hospital/facility in Nebraské which receives emergency

patients shall be categorized in relation to criteria set forth in the
hospital designation section of this plan. Every patient received by
that Center shall be immediately evaluated in relation to criteria set
forth in the Prehospital Triage section of this plan (which will assign
severity levels according to predetc:miqed ‘coﬁxbinations of clinical
findings). The severity of the patient’s illness or injury will dictate
those management requirements. It shall be the duty of that facility
to render immediate resuscitation and/or stabilization. They must
transfer that patient promptly to a higher level _faéilifty in, every case,
in which the severity of the illness or injury exceeds the resources or

capabilities of the initial receiving facility.

The above requires that every facility not only know its’ own
‘practical limitations but also recognize how to match patient needs’

with the resources of other facilities (the purpose of designation) in
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the most timely manner. To assure that this relatibnship is expeditious, transfer agreements will
be defined in advance so that each hospital that is capable of accepting transfers from other

facilities of lesser resources shall signify its willingness to do so.

. In order to assure a momentary state of preparedness to receive such a patient, the
sending facility shall contact the receiving facility in advance. The receiving facility will
accept the patient unless there are mitigating circumstances. For example; not enough

available staff, too many trauma patiénts already at the facility etc.

. Communication between the sending and receiving facilities shall, whenever possibie, be
conducted between the most senior professional providers involved in the patient’s
management. Details of care rendered and tests performed will accompany the patient in

written form.

. The optimal means of transport will be coordinated between the sending and receiving
facilities. As a general guideline the receiving facility will contact the transporting agency
in order to facilitate closure communication relating to clinical events occurring during

transfer.

e Iﬁ some cases a higher level facility which is néarest the patient injury pick-up site may
be bypassed (based on capability, either ‘permanent or momentary) in order to accomplish
the most eipeditious and appropriate definitive care. Likewise, the nearest facility may
be bypassed when clinical circumstances indicate that a slightly longer transport time is
justified based on the higher capability of the destination fadility. All such decisions
must be based oh difect order by the On-line Medical Director or designee: In all
circumstances of facility bypass, for whatevé_r reason, there shall be a review by the

medical director of the trauma region in which the respective case originated.
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In no instarnce'shall, a potential source of payment be a factor in determining the facility to which

.- or means by which transfer is made for any patient. Nor in the instance of the patient needing
immediate and ﬁme]y access to definitive care, shall the prehospital or hospital provi'dér contact
the patient’s health care provider organization be consulted with in order to receive input Orr_ _
directions from them. .When the patient has been stabilizéd, and it has beén determined thai the E
' pétien_t will incur no added risk, the receiving facility can contaét. the patient’s contracted =~

~ provider organization and shall cooperate in alternative care options as might be requested by

~ that contracted prdvidcr organization and as deemed appropriate by the receiving facility. In the
event of a disagreement Eetween the parties the Medical Director of the trauma region shall be

informed and a written report generated.
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“Each Trauma
Region will have
reliable
communication
protocofs dnd'
equipmeht for
placing the On-
 scene Incident
_Com}nander in
contact with the
on-line Medical

Direction.”

XXIII On-line Medical Direction
Problem Statement:

There is no consistent on-line medical direction from region to

- region for assisting and directing the work of the Prehospital

personnel.

Recommendation:
[Establish a system of on-line Medical Direction.
Discussion:

The oh-line Medical Direction shall be structured as noted in the

Paramedic Law and Regulations.

Each Trauma Region will have reliable communication protocols
and equipment for placing the On-scene Incident Commander in
contact with the on-line Medical Direction. This Medical Director, .
preferably, should be located in the Trauma Region, and have a
contractual relationship Witl_x each TraumaARegion they serve. On-

line medical direction shall be availabie for all Service Programs.
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CXXTIV. Trauma Care Facilities

Problem Statement:

“Nebraska will |

: : -There are no stdtéwide guidelinés Jor desighating Trauma Facilities.
create a system

for de signating Recommendations:
]’lOSp itals and The State of Nebraska wi1{ create a systeﬁl fc;r deéignatiﬁg hospitals
c linicS. » and clinics. The American Coliege of Surgeon’s Committee on
Trauma has established guidelines for trauma care, which serves as a
‘benchmark, for developing trauma care services in many parts of the
country. These guidelines, have been adopted as the startihg points
in Nebraska’s development process. The designations of hospitals
as Levels I, II, 111, & IV Trauma ‘Centers have been a benchmark for
the following designation Jevels written by the Definitive Care
Committee. The Definitive Care Committee has identified foﬁr ‘
levels of trauma facilities to provide the systems structure. They
are: Basic, General, Advanced and Comprehensive. In additibn, _
two other speciality designations exist; Pediatric Trauma and Burn
Trauma. These speciality services have entry access from each of
the,fom.designationlexels_as_their_on:lineMe.dic.aLC_ontroHef.dcems
appropriate. These s?e,ciality services will be categorized by their
professional associatio;i governing body, i.e., Anierican Academy of

'Pedia_trics and American Burn Association.

Because, of the large number of rural communities in Nebraska, and
'in recognition of the significant role small rural hospitals and

-community clinics play, as the primary focal point for initial care,
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Nebraska included the Basic level Trauma Center. The existence of this level provides an
avenue for formally incorporating rural hospitals, clinics, and communities into the statewide

trauma care system.

Each of these categories and levels of designation is integral to the statewide trauma system.

Below is a brief description of their function and charactenistics.
Basic Trauma Center

The role of the Basic Trauma Center is to stabilize, prepare and transfer all patients with

potentially life threatening injuries.

These facilities are hdspitals or medical-clinics based in rural areas. They should have trauma

trained physicians, physician assistants, or nurse practitioners available within 15 minutes, and

basic equipment for resuscitation and stabilization. The hospitals involved at the basic trauma ; }}
level may also provide some limited surgical intervention based upon expertise of available on-

site staff. The hospital will provide trauma trained nurses within five minutes, physicians within

15 minutes, and will have personnel available for patient stabilization, as well as appropriate

equipment and diagnostic capabilities.
General Trauma Center

The role of the General Trauma Center is to provide initial evaluation and stabilization (surgical
if appropriate), to provide general medical and sufgical inpatient service to those patients who
can be maintained in a stable or improving condition without speciatized care. They also need to
prepare and transfer patients meeting predeterinined criteria to Comprehensive or Advanced

Centers.
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The General Trauma Center will be physiciah directed within a formally organized trauma
resuscitation team, and prow}ides trauma trained physicians and nurses to the emergency
department within minutes of notification. The General Trauma Center will have personnel -

available who can initiate surgery, and have appropriate eqﬁipment and diagnostic capabilitieé._
Advanced Trauma Center

In addition to the capabiliﬁes of the levels above, the role of an Advanced Trauma Center is to
provide definitive care for complex and severe trauma. Emergency physicians ahd nurses are in-
house, 24 hours a day, with personnel who can initiate surgery available. Neurological _
assessment and stabilization will be started immediately and a Netirosurggo_n is available. There
is a broad range of specialists available for consultation or care, (generally, within 30 minutés),

and comprehensive diagnostic capabilities and support equipment are available.
Comprehensive Trauma Center

The role of a Comprehensive Trauma Center is to provide the highest level of definitive,
comprehensive care for patiehts with complex traumatic injury. Persc;nnel who can initiate
surgery are in-house and immediately available. In addition to direét patient care, Comprehensive
trauma services are also responsible for research, education and outreach programs for trauma. |
Appropriate equipment for pediatrics should be maintained in Emergency Departments, ICUs,
and Operating Rooms for facilities at the general, Advanced and Comprehensive levels of

- Traurmna Centers.

All facilities receiving trauma patients shall have a rehabilitation facility or shall have continuous,

fnteractive consultation with a specific designated rehabilitation facility.
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Rehabilitation Center

The Rehabilitation component of the State Emergency Medical Services and Trauma Care
System will be integrated with the total system in such a way that ensures rehabilitation

ménagement in both acute and post acute phases:

The standards for Trauma Rehabilitation Facilities are adapted from those of the Commission on
Accreditation of Rehabilitation Facilities (CARF)--See Rehabilitative Care Section of this Plan. -

The Rehabilitation Centers will develop and lead regional quality improvement programs, in
which designated Trauma Centers at all levels will participate. All levels will also have intemnal

" quality improvement programs and provide appropriate data to the trauma registry.
- Specialty Centers (Pediatrics and Burns)

For involvement in the trauma plan as a Specialty Center a demonstration of expertise, financial
manpower, physical resources, and a commitment to the service provided will be shown. A
Specialty Center will also demonstrate continual accessibility irrespective of day, season, or
patient’s ability to pay. These two speciality Seryices.have_ entry access from each of the four
designation levels as their on-line Medical Controller deems appropriate. These speciality
services are desigﬁated as such by their professional association governing body, i.e., American

Academy of Pediatrics and National Burn Association.
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XXYV. Designation Process

Problem Statement:

“The designation
There are no designation standards or any processes of designating

process consists hospitals and clinics in Nebraska.

of two major
: . - Recommendation:

phases:
assessment Of Create a uniform designation process for hospitals and clinics in
Nebraska. ‘ '
need and
déterm ination Of The designation process consists of two major phases: assessment of

' need and determination of capability. The assessment of need begins
with each EMS/Trauma Region identifying the number and level of .

capability.”

trauma care services needed in their area.

This process follows general guidelines provided by the State i)ut
allows for broad variations and differing methodologies among the
regions. It is important to note that while existing and forecasted
volumes are important considerations in determining the need for a

trauma center, they are not the overriding deciding factor.
There are four primary objectives underlining the designation
process: access, quality, viability and cost. '

Access

While patient volume plays a role in each of these objectives, the;.

American College of Surgeons has not established a minimum
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volume standard for any level of trauma care service. This allows a region flexibility in -
assessing the need for trauma care services within their area, and would not preclude institutions
which could demonstrate a commitment and ability to provide high quality trauma care services

simply because of a minimum volume standard.

It is the States desire to ensure an inclusive system and as such, allow each institution the
responsibility of determining what level of care they will seek. Such institutions wili be
designated only after submission of a Request for Designation (RFD) and meeting the

requirements of that level.

Quality

The second phase of the designation process is the determination of actual capability. This
process begins with notification to all potential participants of the need for trauma care services

in their area. Interested institutions should compléte an RFD. : s}
Viability

The State will provide information to assist applicants in determining their ability to meet their
_level of participation in the trauma system. This information will include descriptions of
requirements for designation at each level, average length of stay and other pertinent variables.
Each proposal will be reviewed by the State and State Trauma Board to assure complianc;e with
- all requirements. Those applicants who pass the “Paper Review” wiil receive a thorough on-site

review by a team of experts in trauma care.
Cost

Trauma Center Review Teams at the Comprehensive and Advanced level will consist of out-of-

state experts (American College of Surgeons). The General and Basic Trauma Centers Teview
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team will be from out-of-region. All costs incurred will be the responsibility of the applicant.

Fees will be waived for General and Basic Trauma Centers.

Comprehensive and Advanced Trauma Centers will be subject to an annual inspection by the
State. After designation, facilities will be subject to randor_n, unannounced audits and inSpections ,

by the State to ensure their continued commitment to quality standards.
Outreach

For those larger institutions applying for desighatioﬁ at the Comprehensive or Advanced Levet,
technical expertise on the desigﬁation process likely exist in-house or can be contracted without
undue duress. However, for smaller institutions, and in particular those hospitals and clinics
serving rural and Native-American communities, in-house expertise or contracting capabiiities
are nonexistent. The State encourages the larger institutions to assist the smaller, lower level
institutions with technical assistance and likewise the State will assist and consult with all
facilities to assure a common understanding, appropriately developed applications, and timely
reviews. It would be appropriate during this time for higher level facilities to craft Interfacility

transfer agreements.

The following are examples of appropriate outreach that the Comprehensive or Advanced Level
Trauma Centers could utilize to assist the lower level facilities in their region to avoid clinical

instability:

. Designated workshops-- a series of focused workshops to identify perceived barriers of
clinical instability to Designation/participation as well as to generate options and

strategies for overcoming those barriers

. Individual consultations-- on-site consultations with facilities preparing an application for

designation
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Designation process manual-- the development of a “how too” manual for hospitals and
clinics preparing to apply for designation. Comprehensive and Advanced Trauma Centers
will also encourage buy-in, implementation, and provide continued availability after

“designation.

Public meetings to explain how process will work.

: -
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XXVL Medical Rehabilitation
Problem Stafement:

There are no Rehabilitation standards or designations for

Rehabilitation Centers.
Recommendation:

Create designation guidelines and standards for Rehabilitation

Centers.

Rehabiﬁtative Centers shall be designated as providing basic,
general or advanced rehabilitative care, as determined by the extent
of services available and the depth of programing provided on site.
While accreditation is not essential to facility designation,
rehabilitation standards of care shall be adapted from those
developed by the Commission on Accreditation of Rehabilitation
Facilities (CARF).

_ Basic Rehabilitative Care

Basic Reheibiﬁtative Care shall include provision for physical
therapy, occupational therapy and speech-language pathology

services.
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Definitive Care Commit j’}

el

. General Rehabilitative Care '

General Rehabilitative care shall include a 24—hour program of coordinated, integrated medical
and rehabilitative services. This program will be providedr by an interdiséiplinary team
compnsmg of rehabilitation medlcme psychology, rehabilitation nursing, social work and
therapeutic recreation practmoners, as well as the therapy servnces described under Basm

- Rehabilitative Care.

Advanced Rehabilitaﬁve Care

In addition to the services provided by organizations which provide Basic and General
Rehabilitative Care, Advanced Rehabilitative Care shall include speciﬁc, comprehensive

programs and services for brain and spinal cord injured patients.

Discussion:

e
M"'.W)l.“’h_

The State shall reqmre each de51gnated Trauma Care facility (adult and pechatnc) to have a case
manager or equlvalent who has experience in trauma rehabilitation and who is responsible for the
process of post acute services. This designated person shall be involved in the care of the patlent
from entry into the Trauma System through dlscharge, whether to a rehabilitation facility or

elsewhere.

This case manager or equivalent shall provide early rehabilitation intervention; promote
awareness by other care givéfs of the impact on rehabilitation outcomes of medical and/or
surgical treatments and facilitate transfer to rehabilitation centers or provide other discharge-
planning as appropriate. The case manager or equivalént responsible for the process of post acute
services will be a member of the continuous quality improvement committee in each designated
trauma care facility, insuring that rehabilitation is treated as part of, not supplementary to,

emergency trauma care.

S
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. Definitive Care Committee

A centralized, statewide trauma regisiry base shall be developed, maintained, and adequately

funded. All trauma;systems data shall be linked by a common patient identifier.
k. See Evaluation Section of this Plan.

Mandatory uniform data reporting on each trauma patient from both pre/out-of-hospital and in-
hospital care providers shall include a minimum data set to include E-Codes. Designated trauma

Centers shall provide more extensive data to the trauma registry.

Eventual disposition shall include: acute rehabilitation, subacute care/SNF, long term care
facility/ICF or home, as well as vocational status at the time of departure from the trauma
system. In addition, cost, length of stay and functional outcome data shall be collected during

the post acute care stay.
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Evalvation

“Trauma system
evaluation is
achieved through
the collection
and review of
data which
reflects the
services

provided. 7

XXVIL . Data Collection and Evaluation

Problem Statement:

There is no uniform data collection to track trauma statistics in the
State of Nebraska.

Recommendation:”

Create an organized data collection plan that can be utilized by the
State, Trauma Regions, Hospitals, Prehospital Providers and
Rehabilitation Centers to determine the trouble areas and successes

of the Trauma Plan.

Trauma system evaluation is achieved through the collection and
review of data which reflects the services provided. It involves the
participation from all those in the delivery of trauma care throughout
the State of Nebraska. . -

System requirements: One major data base will form the primary

" core of the trauma information system:

The State Trauma Registry

EMS Programs shall maintain a statewide registry of majér trauma
including linked hospital and prehospital information. Such State
Registry shall be adopted after a competitive bidding process. Other
data sets which will augment this core include the data base |

cofnprising death certificates, the Comprehensive Hospital Abstract
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Reporting System, (CHARS); Fétal Accident Reporting Sjrstém (FARS), the Hoépital
Utilization Report, and the Behavior Risk Factor Surveillance System (BRFSS). With the
exception 6f the State Trauma Registry, all of the above identified data bases are operational and
generaﬁng data which EMS Programs utilize. It is the goal of this process that these data bases
be linked to maximize the effectiveness of the system, control costs, aﬁd improve delivery of

care.

State Trauma Registry - Data elements and inclusion criteria for the state trauma registry shall be
adopted. Consideration must be given to the National Trauma Registry criteria currently being
developed by the Americari College of Surgeons. The cases to be included are those which meet

any of the following criteria:

> Injuries with an ICD-9-CM diagnosis code between 800 and 959.9, (E-Codes) inclusive:
(Excluding'poisonjngs; however, drownings are to be included because of the associated’

injuries.) _ : })

> Disposition from the Emergency Department as admission to the hospital for inpaﬁent

care with a length of stay greater than 24 hours.
> Death (including death in theA Emergency_Deparnnent.)
> Dead on arrival.
» B Transfer out of the. hospital

> Direct admissions that bypass the Emergency Department -
> Fractured hips of the elderly (>=65 years of age).
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- Evaluation

Figure 5

Minimum Data Set (To include but not limited to.)

Hospitals joining the trauma system shall be required to participate in the State Trauma Registry.
A two tiered system is proposed. Hospitals designated by the State Department of Health as

Advanced Trauma Center or

Comprehensive Trauma

L e o Center shall maintain a .
1. Hospital identification number 21, Arrival date : : :
2, Unique patient identifier 22, Arrival time to hospital : 3 oty
3. Medicat record number 23. Discharge date from hospitat hOSpltal trauma regIStxy' The
4, Patient name 24. Discharge time from hospital .
5. Patient social security 25. Attending physician name Advariced Trauma Center
’ number . 26. Receiving physician name : )
6. Sex of patient RE 27. - Pulse, respirations and blood ‘and Comprehensive T_raum_a
7. Race of patient pressure readings
8. *_Age of patient 28. Gtlasgow score (eye, verbal Center sha_ll collect an all
9. Patient's normal address meor) .- . .
10. Zip code of patient's normal 29, Resutts of drug screen inclusive data set as based on
residence 30. Results of alcohol blood level . .
11. Insurance 31. Airway management the American College of
12. Date of injury 32 Disposition from hospital
13. Time of injury - - 33, admitted to hospital, Surgeons standards,
14. Zip code where injury identification of unit admitted
occurred to 3 3
15. - External Cause of injury code 34. Diagnoses modified to meet the umque
{E code) 35. Operations
16. Mechanism of injury 36.- Complications needs and resources of
17. Location where injury 37. Results of callback - .
occurred outcome, self feeding, Nebraska. Data will be
18. If motor vehicle accident, locomotion, expression, date .
. type of safety devices used and time dismissed, provided to the Department
19. EMS run sheet number disposition, rehabilitation. . .
{unique identifier) 38. One year follow up of Health in an electronic
20. Name of receiving hospitat - £ .
ormat.
Hospitals designated by the

State Department of Health as Basic or General shall provide the minimum data set to the
Department of Health in either a paper or electronic format. This data will be provided for all
trauma patients receiving care in their facility that meet the above criteria for case inclusion. Itis
proposed that a designated person be responsible for data retrieval to facilitate consistency and
quality of data.

The minimum data set t'o be reported by these facilities shall be determined by a statewide board

which includes members of the regional boards. The data shall include but not be limited to:
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. unique hospital and patient identification number
. patient name and demographic information
. social security number and pertinent treatment information.

Consideration should be given to the National Trauma Registry data elements currently being’

developed by the American College of Surgeons.

NARSIS Form - All prehospital transporters shall 'l'eave a copy of their completed NARSIS'
Form at the hospital (whether this is a drop-off from the scene or inter/intra facility trahsfer).
The hospital shall make that NARSIS Form a permanent part of the patient’s medical records.
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Figure 6
PC#

NARSIS PATIENT ENCOUNTER FORM (BLS)

FORM # B 120723

Al DispaichNo, Patient Transport Code Chief Complaint -
D Dispatched As
M Sec M/F  Rsce: Caucasisn Black AmericanIndian Hispanic Asian  Other
I RUN DATE & TIMES
N Month Day Year
1 _' et Call Received
s . Squad Dispatehed
T Time Unit Eoroute
R 15t Responder Arrivat
. Arrive §
i N T WO TRANSFORT i DepartSoene
TRANS MED TRAUMA [Fire Dept/Mut Aid EMT . Are —
i MED/CARDIAC - CARDIAC Law Enfi Bystand “Transpoit Not Required DOA ——— Destiaation
TRAUMA/CARD MED/TRAU | Air Ambulance Nurse Usabk to Locate ———e Rﬂurn» toService
v Zip Code . ORT Other Treated Refused Transport i Acvive Back at Stalion
E | Faticot Transport Miles MD. License # glnwﬂedbl TRAUMA INFORMATION
Firc Zooe Comments TRAUMA - VEHICULAR
Census Tract Location of person in vehice prior to
PAST MEDICAL HISTORY. Hdent -
~ OER
8ii 52
l—i—l 6] 3
wmummum
. Paticat wax Safety Device:
List Medication Allesgies: None Usk In Auvtomobile/Track  Unknosm
HISTORY AT THE SCENE, 8::.,“,* ;,,w
OnaFarm Vehicle  AirBag
A Pedestrian Shoulder Hamess
- Bjected ¥ N U NA Child Safety Sent
FUFILS ; SEIN — CHEST ABDUMEN | PICKUP LOCATION mum""“ Helmet
Equal Y N | Normal Hot [Qear R L [ Normal Hooe Farm TRAUMA - NONVEHICULAR
Resctive R L Jrake Warm | Rales R L {Tender Pubfic Bidg.  Hoepital
Noarcactive R L Dry Coot Wheezes R L Sdenti
Fixed k t Opmactic  CoM [Dereased R L
ptpes Ly L | Dispboretic Abeet R L
Imeguir R L Ocber:
A _EYEOFENING | VERBALRESPONSE | MOTOR RESFONSE
s § 4 | Otieated. § | Obeys Command
To Voice 3 | Words or Phrases 4 | Localizes Pain
S |rorain 2 | lovomprebensible 3} Withdraw (Pain)
E § Nooe 1§ Gruats or Moass 2 {Fieion  (Pain)
s Nooe 1 | Bacnsion (Pain)
s Noae -
M PRE-TREATMENT ASSESSMENT
E
N
T DMPRESSION
POST-TREATMENT ASSESSMENT
COMMENTS

OME " POSE___BF U RESPINAL__ FMIAD_— HME-— FlSE_BP — RESP/NSL———EMTIN
See Supplemental Form 7]
AIRWAY / VENTILATION SPINAL IMMOBILIZATION SPLINTS

[ Moowh io Nk CFR Procdur Equipmant A-Air  T-Tration P-PASG
Masopharyngpeal Bystander CPR Manuat Collar 1R-Rigd V-Vacwum O-Other
Orophatyngeal Clear Aisway Immob. Device Shost Spine Bd. Let  Right
Oxygen LPM Suction Long Spine Bd. Leg
Simple O2 Mask Thumper ¢ ' Knee - T
Noa-rebreathing Mask —_—
Cenncls Extrication Adlde o
Bag Vaive Mask wf Reservoir Avtomatic Def>  PASG  |Mcchaniel Y N Rapig ¥ N| A
Demand Vave Other Co : Ebow ____
Other Wrst

DIAGNOSIS DISPOSITION

L DOA Transferred to
;— Admitted: Taken 10 OR. Discharged: Clisic Follow-Up
. Admitted: ICU CCU AtuieCare  Expiredin ER
- D 7ed - Home Admitted Held for Observation
& Discharged - Police:

Discharged Private M.D. Follow-Up
Other

Bantg wiTh 107 "W 31 WCTONS BSOET
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E : REFUSAL TO CONSENT TO TREATMENT AND TRANSPORTATION

- — » )

porascaby

. . F3 mmwwdmmﬁwmm_‘ g tome. Jund . d that it may mvolve

A Thbe risks, benefits, and opticos of treatinent and traneportation Bave boen explained to me.
4. IWM’ﬂMiﬂumﬁnqmmmmm
- Offered and refused care » Signature

Offered and refused transport Witness

Relationship to Pasient

Date - Time

& Family/Friced Involvement
Sigature his
Ambulance Aticodant




R IR B I N IR - -

- PC#
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NARSIS PATIENT ENCOUNTER FORM

288004

FORM #
Dispateh No. Patient Transport Code Chief Complai .
Dispatched As Level of Care Provided  ALS  BLS
- Age DOB Sex M/F  Race: C Black A indian Hi Asian  Other
PATIENT INFORMATION REPORTING INFORMATION RUN DATE & TIMES
rf:?i Setmhhmc - Mooth Day . Year
Emergency Vehicie # - Call Received
 Pickup Add ID# in Charge of Patieat : Squad Dispatched
Receiving Pacility.. AttendantID#s__—__, , , - .
Receiving MD/Norse . ) T — : Time Uit Earoute
1 Signature of person completing form: : 1st Responder Arrival
) .t Arrive Scene
RUN TYPE! LOCATION ASSISTED BY NO TRANSPORT _ : Depart Sceae
TRANS MED TRAUMA {Fire DeptMut Add  EMT T Rekused Cire | . sve Destinats
MED/CARDIAC CARDIAC Law Enf; Bystand Transport Not Required DOA —_— oo
TRAUMA/CARD MED/TRAU  ]Air Ambulance Nurse - Unable 1o Locate e ® . Return to Service
Zip Code QRT Other Treated Refused Transport : Arive Back at Station
Patient Transport Miks M.D. License # ’ Cancelled By TRAUMATNFORMATION
Fie Zooe Comments G TRAUMA - VEHICULAR
Census Tract Location of person in vehicle priorto
PAST MEDICAL HISTORY accident
EHEAR
E_ 5§12
List Current Medi Nooe Unk qu & 3
Patient was: Safety Device:
- List Medication Allergies: None Unknown InA bide/Truck  Unk
O a Motoreyel o s
HISTORY AT THE SCENE Ona B LapBen
OnaFarm Vehicie  AirBag
A Pedestrian Shovlder Hamess
- Ejected Y N U NA Child Safety Seat
PUFILS SKIN CHEST ABDOMEN | PICKUP LOCATION | gq™® Helmet
Equat Y N | Nomal Hot Qear R L {Normal Home Farm TRAUMA - RONVEHICULAR
Reactive R L {Pak Warm | Rales R L Tender PublicBidg.  Hospital] Fau [ Blunt
Nonreactve R L Dry Cool Wheezes R L ™ & Residential Institution P ing Overd:
Faed R L lcasotc Cod |Decreased R L | Rig Industrial Place Famm Equipmeat  Near Drowning
Dilated R L | pisenoretic Absent R L WE sed Recreation or Sport Fire/Burn Gunshor
Constricted R L i Other: ' Street or Highway Animal Bite/Scratch  Unlmown
Irregular R L - Otber/Unspecified Place | Industrial Machinery
EYE OPENING VI-IBA!.___‘RBPONSE MOTOR RESPONSE COMA JCOMA SCALE PTS. [RESP. RATE | SYSTOLIC B/P
Spoatancous 4 | Oriented 5 | Obeys Comound 6 scALE |5 Value 10- 29 4 >89 4 TRAUMA
To Voice 3 | Words or Phaases 4 ] Localizes Pain s SCORE 13- 18 4 >29 3|%-8 3 - SCORE
To Pain 2 } incomprehensible 3 I Withdraw (Pain) 4 - 9.12 3 6- 9 205-7 2
Noae 1 | Grunts ar Moans 2 |Pexion  (Pain) 3 6-8 2 T+ 5 1{t-41 _—
Noge Uledtensionqpainy 2 | 7 Js-5 1 None 0 fMone 0@
Noae 1 3 0
PRE-TREATMENT ASSESSMENT
IMPRESSION
POST-TREATMENT ASSESSMENT
COMMENTS,
JME. PUASE _BP RESP/ NSI RHXTEM TREATMENT/ TV MEDICATION EMTID
) /
) i S
I} )
/ ')
/ )
S&Summall"omn
- AIRWAY / VENTILATION SPINAL IMMOBILIZATION SPLINTS
Mouth 1o Mask CPR Procedure Eguipmznt A-Air  T.Trcion P-PASG
Nasopharyngeal Bystander CPR Manual Collar R-Rigid V-Vacuum O.Other
Orophanmgeat Clear Airway Immob. Device Short Spine Ba, Lot Right
Oxygen LPM Suction " Long Spine Bd. g
Simple O2 Mask Thumper Co t Knee
Non-rebreathing Mask Ankde - =
Cannvla , Qther Procedures Enricarion —
Bag Valve Mask »/ Reservoir Defd  Manual A ic | Mechanicat Y N Rapid ¥ N —_—
Demand Valve Other G Blbow
Other Whe
DIAGNOSIS “DISPOSITION
1. DOA Translerred to
= Admitted: Taken to OR. Discharged: Clinie Follow.Cp
3 Admied: ICU CCU AcuteCare  ExpiredinER
4 Discharged - Home Admitted: Held for Observation
5 Discharged - Police Discharged Private M.D. Follow-Up
Other
Sionature




REFUSAL TO CONSENT TO TREATMENT AMD TRANSPORTATION

t. 1, : - , of - - do hereby refuse trestment
and transportation by i - .

2. The rature ard consecuences of refusing trestment and transportation have been explained to me. } understand thet it mey
fnvolve i .

3.

The risks, benefits, and opﬁpm of treatmefit and transportation have been explained to me.
4. 1 hereby freely and voluntarily refuse to give my tonsent to treatsent and treneportation
: Offered snd refused care Signature )

Offered and refused transport Mitness

_ Relationship to Patient

B —————

" Dete _ Time

5. Mental sssessment by asbularce utendant‘. The patient was found to be':

Alert Yes/io
Coherent Yes/No
Articulate Yes/lio

&. Family/Friend Imfy—ant )

Signature ) e
- Aabulance Attendant

ASSISTANCE OFFER REPLY

Thark you for your offer of sssistence. Ee advised that these parasedics/ENTs are operating under authority of Nebrssks
State Law and protocols adopted by the « Ko physician or other person aay intercede in pat’
care without the bese hospital emergency physicisn on duty relinquishing responsibility for pstient care snd/or treatmer ;

- redic or telephone. If resporsibility is given to » physicisn st the scene, that physicisn is responsible for any and s 3
given at the scene, and mut sccospeny the pastient(s) to the hospitel. Furthermore, the physician accepting the sbove i
resporsibilities must sign the patient’s pre-hospitsl sedical record.

Squade shall transport only to the cleaest receiving hospitel. The use of o Troums Center will be the only time we vary trom
the closest receiving hospital policy, -

Physician’s Signsture Webraska License ¥o.

Senior Paramedic st Scene Date
PATIENT’S OR AUTHORIZED PERSON’S RELEASE OF INFORMATION .

1 suthorize the relesse of any medical informetion necesssry to process this clsim. 1 also request psyment of gevernment or

imsurance benefits to ' who accepts assigrment for the medical services providec.

Patient’s Signature " Date

4

e

2 PANIEC win g it
T™C or ~elviws oS




: VEHICULAR TRAUMA

Location of Patient in Vehicle

First Responder Patient Encounter Form

F 16501

T incident No Age _Sex__
— 1=t F{aceDCDBDIDHDA
I3 CURRENT MEDS: [ NONE [J UNK
J\TIENT INFO: SAFETY DEVICE: _ _
] Automobile/Truck [ Unknown
[} Motorcycle [ Urvrestrained MED ALLERGIES: LJ NONE L] UNK
73 Bicycle O3 rapBeit DISPATCHED AS: ?HIEF COMPLAINT:
O Farmvenhicle -~ [J AirBag - — -
] Pedestrian - ] shoulder Harness FAST MEDICAL HISTORY:
O Ejected YNUNA [ Chid Safety Seat | ASSESSMENT.
"] Unknown 3 Helmet '
13 O
] NON-VEHICULAR TRAUMA
T1 Fall 03 Blurt
J Penetrating O overdose IMPRESSION:
{] Farm Equipment- [ Near Drowning
i FreBun [ Gunshot *_TIME IPULSE BP_|RESP FULL CODE INFO
[ Animai Bite/Scratch [ Unknown l Patient Down _: i
1 industrial Machinery [J / {Witnessed __: Y BSD N°[]
: e  Bystander CPR | Yes[] No
eupPiLs [ Equal CHESTL] Clear ! Help Called
'y L R L /
. O Reactve 0 Raes O I
U Nonreactive L1 L1 Wheezes Ol | rop et IMMOBILIZATION WOUND CARE
E}, Fixed 0.0 Decreased 0 AIRWAY/VENTILATION [J Cervical Collar {J Dry Sterile Dressing
L Dilated O 0 aosent g [J oropharyngeal [ Head Immobilizer [ wet Dressing
/] constricted 1 [ [3 | O Nasopharyngeal Okep [ occlusive Dressing
] 00 O | O Bag Mask [ Long Spine Board 1 Pressure Dressing
: O Pocket Mask [ birect Pressure
Sr(IN 3 Normal ABDOMEN [ Normal | [JOxygen e 0O ] Burn Sheet
‘__. Pale Thender ' Omask  ElCannula O O
i3 cyanotic T rua wa | ESuction O spPuNnTs {JOTHER
lg Sweaty 0O maD wa | OClear Obstructed Aiway Tl Rigid Spiint £ extrication
! Qi Ocer 7 Air Splint [ Restraints
:I Dry 1 Rigia
!5 Hot = Distended DDEﬁb_ . 0 DRea;surance
1 e (3 Cardiac Monitor O [ sterite Water
=,L“ Cool = O O Ceasc
iGlasgow Coma Scale - TRAUMA SCORE o
| Eye Opening Coma Scale Points Patient’s Name
{Spontanecus 4 4 13-15 4 4 | Patient’s Address
: To Voice 3 3 912 3 3 | Phone Date Of Birth
To Pain 2 2.68 2 2 { Pickup Location
None 1145 * 1 I Responding Service NARSIS #
3 0 0 | Hospital
Verbal Response ‘ Respiratory Rate .
agfgt:gr Phrases ‘2 i : 1>°2'929 ; g _Refusal to Consent to Treatment and Transportation
incomprehensible 3 3 69 2 2
Grunts orMoans 2 215 1 1|4 hereby refuse
None i 1 .None 0 0
Motor Response : Systolic Blood Pressure} L] treatment [ transpontation.
{Obeys Command 6 6 :>89 4 4 .
¢ ocalizes Pain 5§ 5'7689 3 3 . i
Vithdraws 4 4 .50-75 2 2 RESPONDER: Run Date !/
Flexion 3 3149 11  Vehicle #
Extension 220 090 : Dispatched N
None 11 Signature Amrive Scene S B
’ BLSTookOver | | i !
Coma Scale Score__ __:TOTAL SCORE Responder Service Name tTn Service HE !
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“Collecting data
by congressional
district allows
the Siate to
- immediately
compfle statistics
to be used by our
representatives
to access federal
medical care

funding 7

Evalzf 3

XXVIIL Data Collection and Evaluation by Cox’igressionai
District |

Problem Statement:

There is no systematic reporting based upon congressional districts

and therefofe, Nebraska’s Congressional Delegation have few |
statistics concerning the impact of trauma in their region and have a o
difficult time articulating to Congress the need for funding and

support for EMS in Nebraska.

Recommendation

Collect-data concerning trauma by region and divide the state into

three broad EMS regions for repomng purposes. Collecting data by 5}

congressional district allows the State to immediately compile

statistics to be used by our representatives to access federal medical
care funding to address trauma concerns such as preventlon traffic

safety, pedlatncs elderly and work related i mjunes

The State shall collect and report data by congressional district. The
reports shall be made available for all Trauma System participants. |
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Evaluation

«The Trauma

| Registry...”

XXIX. - Trauma System Evaluation
‘Problem Statement: .

- Since there is no uniform data collection plan there is no effective

way to evaluate the data that are presently collected.

Recommendation:

Create a standardized evaluation format by forming a statewide and
regional quality Management Commitiee (made up of, but not
limited to, members of the Statewide and Regional Trauma
Advisory Board).

Statewide and Regional Quality Management
A multidisciplinary committee will be established within the

Nebraska Department of Health consisting of a representative group

of health professionals caring for trauma patients (i.e., prehoép'ital

‘through rehabilitation). This group would establish the criteria for

review of the trauma registry data. They would review the dataon a

regular basis and make recommendations for system improvements

 at the state and/or regional level. The NDOH will provide for the

analysis and distribution of the information.
There will be statewide filters developed which every region will

- review; Regions may also develop their own filters. Filters-are

meant 1o change to reflect current needs. The Regional TraumaBoard
and the State Trauma Board will review certain clinical and system

issues identified through a series of filters designed into.the Trauma
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Registry. For effective review and critique of trauma cases, confidentiality of the information
discussed in these committees must be assured. The legislation to be developed must include
protection from discovery of the quality assurance issues discussed, and provide liability
protection for the quality assurance participants. When performing continuous quality
improvement review, the actual discussion and records of the committees should be protected
from discovery. Specific patient information or medical records will remain discoverable

through established channels.

The State and Regional Trauma Boards will be responsible for established the audit criteria for
cases to be reviewed. Each case reviewed will have a finding of the appropriateness of care
rendered, and when appropriate, make recommendations for change either at the regional level or
throughout the State.

Each designated Center must participate in a Continuous Quality Improvement Program (CQl

Program). The focus of the regjonal program will be on the performance of the entire system and

S’

will be organized by the designated Levels of Basic, General, Advanced and Comprehensive
Trauma Centers in each region. All levels of designated centers, prehospital providers, medical
control, and others involved in trauma care will be allowed to participate. The data contained in

the State Trauma Registry will be critical to allow for system evaluation to take place.
Trauma Center Evaluation

Each designated trauma center will be required to implement a Continuous Quality Improvement
program (CQI). This progrém develops quality care standards, produces a process for
monitoring compliance with trauma system standards, creates a system of peer review to evaluate
specific cases or problems identified by the monitoring process. In addition, the CQI program
will develop a process for implementing corrective action to address problems or deficiencies, as

well as a process for re-evaluating and documenting the effect of the corrective action taken.

LA
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Evaluation

- The CQ:I, program should meet the minimum standards of the American College of Surgeons,
_ modified to fit the unique needs of Nebraska. The goﬂs of the CQI program are to monitor:

. the process and outcome of patient care,
. the quality and timeliness of such care, and,
~* ... to improve the knowledge and skills of all involved in trauma care, and provide the

structure within which quality impfovement can be accomplished.

-

;-All facilities would minimally include_a' review of all deatlis( Multidisciplinary case review

;_Would be required in hospitals designated as Gené:a],_ Advanced and Comprehensive Trauma

Centers.
Trauma Care Research
Ongoing research is necessary to promote the most optimal care. The main areas of research

would include clinical, epidemiological, prevention and outcomes. Data release, for the purpose

of Trauma research, from the State Trauma Registry is classified as Class I, Class II, Class III,

and Class IV. (See release of Confidential Information.)

Release of Confidential Information

Release of confidential patlent medical record data shall be released pursuant to Sections 81-663

- through 81-675. Data may be released as either Class I, Class 11, Class III or Class IV data.
- Class I - aggrégate statistical reports (an annual report of data)
~Class H - aggregate statistical reports as requested By individuals
- Class III - patient identifiable information

Class IV - case specific, but not patient identifiable.
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Figure 7
§ 81-660 STATE ADMINISTRATIVE DEPARTMENTS

Source: Laws 1992, LB 308, § 7; Laws 1993, LB 536, § 12.
Tenmnahon date June 30, 2001.

- 81-660. Brain injury registry; liability for providing mformahon, limi-
tahon. No physician, psychologist, hospital, or administrator, officer, or
employee of a hospital or medical professional who is in compliance with
sections 81-657, 81-658, and 81-663 to 81-675 shall be civilly or criminally

liable for divulging the information required pursuant to sections 81-657 and
81-658.

Source: Laws 1992, LB 308, § 8; Laws 1993, LB 536, § 123,
Termination date June 30, 2001. -

81-661. Brain injury registry; state agencies; duties. The Department of

- Correctional Services, the Department of Health and its division of develop- -

mental disabilities, the Department of Public Institutions, the Department of
Social Services, the State Department of Education and its divisions of special
education and vocational rehabilitation, and all other state agencies which
serve persons with brain or head injury shall recognize brain or head injury
as a distinct disability and shall identify those persons with brain or head
injury among the persons served by the agency. Such agencies shall utilize
the brain injury registry for unprovement of state services for persons with
brain or head injury.
Source: Laws 1992, LB 308, §9.
Termination date June 30, 2001.

81-662. Sections, termination. Sections 81-653 to 81-662 shall terminate
on June 30, 2001, unless reenacted or reestablished by the Leg]s!ature

Smm:e' Laws 1992, LB 308, § 10.
Termination date June 30, 2001.

() MEDICAL RECORDS AND HEALTH INFORMATION

81-663. Release of data; legislative findings. The Legislature finds that
there is a need to establish a framework for consistent release of medical
record and health information from the many registries and data bases the
Department of Health maintains for the State of Nebraska. The purpose of
the release of data is to encourage research which will protect the health and
safety of the citizens of Nebraska by assisting in the preventxon, cure, and
control of specific diseases or injuries.

Source: Laws 1993, LB 536, § 1.
81-664. Temrms, defined. For purposes of sections 81-663 to 81-675:
(1) Aggregate data shall mean data contained in the medical record and
health information registries maintained by the department which is com-
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81-6635 and 81-664 REVISED

. 81-663. The Legislasture finds that there is a need to establish a
framework for consistent release of medical record and health information froa
the many registries and data bases the Bepertaent of Heaith ’

. Baintains for the State of
Nebrasks. The purpose of the release of data is to encourage research which
will protect the health and safety of .the citizens of Nebrasks by assisting in
the prevention, cure, and control of specific diseases or injuries.
. Sec. 654. Section 81-664, Reissue Revised Statutes of Nabraska, 1is -
amended to read: L
81-664. For purposes of sections B1-663 to 81-675: .

. (1) Aggregats ‘data shall sean data contained in the msdical record
and health information registries maintained by the department which 1is
conpiled in a. statistical format and which does not include
patient-identifying data; .

. (2) Approved reseircher shall mean an individual or entity which is
approved by the department pursuant to section B31-666 to obtain access to data
contained in the medical record and health information registries maintained
by the department to assist in the scientific or medical research for the
prevention, cure, or control of a diseass or injury precess;

(3) Case-spacific datz shall =ean data contained in the nedical
record and health informstion registries coucerning a specific individual
other than patient-identifying data; -

(4) Department shall mean the Department of Heelth Department of

: (5) Bedical record and haalth inforsation Togistry shall ‘msean the
systea of reporting certain medical conditions occurring in this state, as
prescribed by lav, which are reported and recorded in order to achieve the
goals of prevention, cure, and control through research and education, and
shali include the birth defects registry established in section 71-646, the
cancer registry established in sections 81-642 to 81-650, and the brain injury
registry established in sections 81-653 to B1-661;

" {6) Fatient-identifying data shall mean the patient's name, address,
record mumber, symbol, or other identifying particular assigned to or related
to an individual patient; and

- {7) Research shsll sean study specific to the diseases or Anjuries
for which access to data is reguested and which is dedicated to the
prevention, cure, or coatrol gf If.l_xg diseases or injuries.

Sec. 17. Ssction 81-664, Reissus Revised Statutes of Nebraska, is
amended to resd:

81-664. Yor purposes of sections B1-663 to 81-675:

- (1) Aggregate data shel} meem aeians data contained in the medical
record and health inforwation registries maintained by the departaent which is
compiled in =& statistical format and which does not include
patient-identifying datas; :

. (2) Approved researcher sheli meen 82303 an individual or entity
vhich is approved by the department pursusnt to saction B81-§66 to obtain
access to data contained in the sedical record apd health information
registries maintained by the department to assist in the scientific or medical
research for the prevention, cure, or control of a disease or injury process;

. (3) Case-specific data sheli: mesn MAns datz contained in the
nedical record and health information registries concerning a specific
individual other than patisnt-identifying data;

{4) Departaent shaii mean geans the Department of Health;

(5) Medical record and health information registry shetl meen pepng
the system of reporting certain medical conditions occurring in this state, as
prescribed by law, which are reported and recorded in order to zchieve the
goals of prevention, cure, and control through research and education, and’
shait émelude jincludes the birth defects registry established in section



DEPARTMENT OF HEALTH § 81-666

. (6) Patient-identifying data shall mean the patient’s name, address, record.
number, symbol, or other identifying particular assigned to or related to an
individual patient; and . , '

(7} Research shall mean study specific to the diseases or injuries for which
access to data is requested and which is dedicated to the Prevention, cure, or
control of the diseases or injuries,

Source: Laws 1993, LB 536, § 2,

81-665. Department; duties. To implement the intent and purposes of
sections 81-663 to 81-675, the department shall:

§
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| §81-667 STATE ADMINISTRATIVE DEPARTMENTS

(1) The qualifications of the applicant and of the principal investigator, if
other than the applicant, including education, experience, prior publications,
and recommendations of professional colleagues who have knowledge and -
experience of scientific or medical research; '

(2) The purpose of the research project, a summary of the project, and the

anticipated time of completion of such project; :
~ (3) The location where the research project will be conducted and the

_ equipment, personnel, and other resources available to the applicant to carry

out the project; : ' .

. (4) The identity of the individual or entity funding the research project, a
description of the availability of funds for the research project, and any con-
ditions on the receipt or continuation of such funding;

(5) The specific data requested and a description of the use to be made of
such data and, if patient-identifying data is requested, a substantiation of the
need for access to such patient-identifying data;

{6) A description of the measures to be taken to secure the data and main-
tain the confidentiality of such data during the research project, for disposal
of the data upon completion of the study, and to assure that the results of the
study will not divulge or make public information that will disclose the iden-
tity of any individual patient; . -

(7) If contact with a patient or patient’s family is planned or expected,
substantiation of the need for such contact and a description of the method to
be used to obtain permission from the patient’s physician for such contact;
and.

(8) Such additional information as the department determines to be neces-
sary to assure that release of data to the applicant is appropriate and will
further the purpose of sections 81-663 to 81-675 or the laws governing the
specific registry. :

‘Source: Laws 1993, LB 536, § 4.

81-667. Maedical records; classification. Medical records provided to the
department for use in its medical record and health information registries
shall be classified for release according to the following categories:

(1) Class I data shali be confidential with release only in aggregate data
reports created by the department on a periodic basis, usually specified in
the statutes creating the registry. These reports shall be public documents;

(2) Class Il data shall be confidential with release only in aggregate data
reports created by the department at the request of an individual. These
reports shall be public documents;

(3) Class HI data shall be confidential with release of patient-identifying
data to approved researchers for specific research projects. The approved
researcher shall maintain the confidentiality of the information; and
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DEPARTMENT OF HEALTH : - §81671

(4) Class IV data shall be confidential with release of case-specific data o

approved researchers for specific research projects. The approved re-
searcher shall maintain the confidentiality of the data. '

Source: Laws 1993, LB 536, §5.

81-668.. Case-specific and patient-identifying data; confidentiality;

aggregate data; cost. All case-specific and patient-identifying data obtained

from medical records of individual patients shall be for the confidential use

of the department and the public health agencies and approved researchers

that the department determines may view such records in order to carry out
the intent of sections 81-663 to 81-675. Such information shall be privileged
andshallnotdﬁ\erwisebediVulgedormdepubﬁcsoastodisdoseme
identity of an individual whose medical records and health information have
been used for acquiring such data, Aggregate data collected shall be open
and accessible to the public, and such information shall not be considered

medical records pursuant to section 84-712.05. The cost of data retrieval and

~ data processing shall be paid by the data requester.
Source: Laws 1993, LB 536, §6.

81-669. Case-specific and patient-identifying data; use in legal pro-
ceeding; prohibited. All case-specific and patient-identifying data fur-
nished and any findings or conclusions resulting from such data shall be
privileged communications which may not be used or offered or received in
evidence in any legal proceeding of any kind, and any attempt to use or offer
any such information, findings, conclusions, or any part thereof, unless
waived by the interested parties, shall constitute prejudicial error resulting
in a mistrial in any such proceeding. .

 Source: Laws 1993, LB 536, § 7. _

81-670. Research project; department; review. The approved researcher

shall submit the reports or results of the research project to the department.
The department shall review such reports or results and shall prohibit publi-

cation of confidential information. The approved researcher shall acknowl-

edge the department and its medical record and health information registries
in any publication in which information obtained from the medica) record
and health information registries is used.

Source: Laws 1993, LB 536, § 8.

81-671. Release of information to public health departments and agen-
cies; requirements. Except as otherwise provided by the law governing a

specific medical record and health information registry, the department may

release information contained in a registry to official public health depart-
ments and agendies as follows: .
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§81-672 STATE ADMINISTRATIVE DEPARTMENTS

(1) Upon request by an official local health department within the State of
Nebraska, the department may release such data pertaining to residents
within the jurisdiction of the requesting local health department. The official
local health department shall not contact patients using data received under -
sections 81-663 to 81-675 without approval by the department of an applica-
tion made pursuant to section 81-666; and _

(2) Upon approval of an application by federal, state, or loca! official pub-
lic health agencies made pursuant to such section, the department may
release such data. _

The receiving agency shall not further disclose such data to any third party
but may publish aggregate statistical reports, except that no patient-identify-
ing data shall be divulged, made public, or released to any public or private

. person or entity. The receiving agency shall comply with the patient contact

provisions of sections 81-663 to 81-675. The receiving agency shall acknowl]-
edge the department and its medical record and health information registries
in any publication in which information obtained from the medical record
and health information registries is used.

Source: Laws 1993, LB 536,§9.

81-672. Receipt or release of information; immunity. Any person who
receives or releases information in the form and manner prescribed by
sections 81-663 to 81-675 and the rules and regulations adopted and promul-.
gated pursuant to such sections shall not be civilly or criminally liable for
such receipt or release.

Source: Laws 1993, LB 536, § 10.

81-673. Patient and patient’s family; privacy rights. Nothing in sections
81-663 to 81-675 shall be deemed to compel any individual to submit to any
medical examination or supervision by the department, any of its authorized
representatives, or an approved researcher. No person who seeks informa-
tion or obtains data pursuant to such sections shall contact a patient or such
patient’s family without first obtaining the permission of a physician
actively involved in the care of such patient. '

‘Source: Laws 1993, LB 536, § 11.

§1-674. Violations; penalty. Any private or public entity, individual, or
approved researcher who wrongfully discloses confidential data obtained
from the medical record and health information registries or uses such infor-
mation with the intent to deceive shall be guilty of a Class IV misdemeanor
for each offense.

Source: Laws 1993, LB 536, § 12.

81-675. Rules and regulations. The deth shall adopt and promul-
gate rules and regulations to implement sections 81-663 to 81-674.
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Trauma Regions

XXX. Description of Trauma Regions

Problem Statement:

“The makeup of -

: ~ There are no standards for Trauma Regions.
a Trauma | _
Region.” Recommendation:

Create a description and standards for Trauma Regions.

- Trauma Regions will be organized along the established patterns of

_referral for Trauma incidents.

Each Trauma region will have:

. A Medical Director and 24 hours on-line Medical
Controller.
. Statewide protocols for treatment and operations (See
~ Definitive Care Section).
. Emergency Medical Dispatch system with ongoing Physicién

Review and Direction.

. The capability of multiple unit dispatch, cross boufida.ty
dispatch, intercept, bypass, and mutual aid services.
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Pt ’*,-\. 5 :
Traumad .. }3

. Mandated bypass to most appropriate hospital based on level of injury and care available
from the surrounding medical facilities.

. - Ongoing physician review of all runs activating the system.

. Both contractual and Regional training, inservices, and review courses.

. A system of data collection that enables effective review of performance and trauma
research. o

. A recognized Triage definition for patient activation of the regional system (Included in

this definition would be the Incident Commander’s decision to take the patient to a
regional trauma care facility.)

. Recognized definitions for the level of training and certification of the various EMS
Services, hospitals and other individuals and organizations involved in Trauma Care.

. An annual Prevention Plan that is published and disseminated across the region and is
incorporated into the overall regional plan. '

The Trauma Regions responsibilities shall include coordinated:

. Dispatch

. Training and inservices

. Review, record keeping and research

s Appropriate care for all individuals who fall victim to trauma (from system activation
through rehabilitation.)

. Provisions for Continuous Quality Improvement (CQI), and,

. Efforts to upgrade and improve the quality of trauma care on a regional as well as
statewide basis.

I
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Legislative must
have’s. |

XXXI. Legislativé Issues

This plan is the only systematic appioach to dealing with the issue of

trauma care and delivery. Currently, Nebraska has been utilizing an

" inefficient method of creating rules and regulations that are not

“broad based enough to enforce or address the overall problem.

Further, it has been proven (by the Federal Government) that the
most effective and efficient manner to control a complex issue such
as trauma is by creating a systematic, inclusive, planned and

organized response to trauma, which will enable the State to

respond to trauma incidents in the most efficient and cost effective

means as possible.

Finally, trauma is preventable. In order to reduce the occurrence of
trauma incidents, there must be an oréanized system to address
trauma and there must be funding to accomplish this. In order to
compete and receive federal funding an organized, functioning

trauma plan must be in place.

These issues must be included in State statute in order to insure the

success of the Trauma System.
System Development

. Authority of Lead Agency continuing wnh]n EMS Programs
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Evaluation

)
v )

Fiscal/Resources- Implementation of this system requires adequate funding. There is no =

need to enact legislation creating the system if funding is not appropnated.

Designation & Authority of . Desz‘g'natibn- without the State’s right to designate hospitals
there will be no way to insure-standards and protocols are being adhered to and therefore,
no way to conduct quality assurance. '

Annual Prevention Plan at Stdre and Regional Level

Trauma Registry Reporting & Data Collection- from all levels of the Trauma system,

without which, there cannot be an accurate accounting of system effectiveness.
Designation Appeals Process-Ability of each facility to appeal their designation level.

Rules and Reguldrion Development/Implementation-authority to develop statutes to

comply with the tenants of the plan.

Designation Reciprocity- ability to utilize reciprocity if currently verified under ACS '

Standards.
Lead Agency appoints boardmembers-on the state and regional boards.

Sunset incumbent boardmembers- but retain them as ex officio members to the new board

for continuity in the implementation phase.

P
. et
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NARSIS participation mandatory- assures data collecting capability.
Confidentiality of all Data- following already established statutes

Permanent Patient Identifier number-Have a patient identifier number which stays with

the patient throughout the system.

Mandatory minimum data set reporting

Deﬁnitive Care

Inter/Intra Facility Transfers-insures protocol's are met when transferring a patient to

another facility.

Bypass authorization-allows on-line medical director to determine whether bypass to a

higher level facility is appropriate.

" Confidentiality of Survey Team-insures the hospital against liability if the survey team

breeches confidentiality.

Confidentiality of Peer Review-Indemnifies medical professionals when their case is'

being reviewed.

Regionalization based upon patient flow-allows for the most efficient response from the

system and insures that over-designation does not occur.

Prehospital
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. Tiered Response System-the assignment of emergency medical resources with varying -
levels of care capability to the scene of an illness or injury based on information received

from previously arrived, medically trained, on-scene responders.

. Triage Protocol-set criteria to determine level of injury and appropriate facility to
. transport to. '
. On-line Medical Control-directs emergency care personnel en route to, at the scene of

injury, and en route to medical facility to determine, which hospital to transport to, what

on scene and en route procedures should be performed etc.
Supporters of the Plan

Health and Human Services Committee/Legislature: This plan is one of the goals of Healthy

2000 Program. The Committee supported and advanced the enabling legislation.
Senator’s Wesely and Wickersham: Senator Wesely has expressed interest in Trauma and will be
_approached about sponsoring the Bill. Senator Wickersham facilitated and is currently working

on EMS Legislation that work hand-in-hand with the pfoposed Trauma System.

EMS Coalition: Is interested in advancing the System that will enable their members jobs to have

more structure, legitimacy and oversight.
Nebraska EMT Association

Nebraska Department of Health: This Plan is a priority for the Department.
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Nebraska Department of Highway Safety: This Plan fits into their overall objectives in

prevention.
. Potential Opposition to the Plan

The associations that represent the industries that have aproposed surcharge added to their fees

to fund the Plan i.e., The insurance industry, the Liquor Lobby.

It has been proposed that a $250 flat fee be added to each trauma
patients bill to fund the T rauma Plan. In most cases this fee will

be paid for by the patients insurance company. Addiribnally it has
been proposed that a small surcharge (5.01) be leveled on all -

alcoholic beverages sold in Nebraska stores.

Srnall ambulance services who will need to have a medical director. Those Emergency Services

‘that.may oppose adherence to the new rules and regulations.

Some hospitals who may initially be concerned about the cost of the registry.
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XXXII. List of Acronyms ' , , o | S

EMT Emergency Medical Technicians

E.R. Emergency Room
Pre/Out of hospital 7 Any Ambulance and/or First Responder Service for Initial

pick-up, bypass or inter/intra facility Transfer, Rehablhtanon
Center or other Specialty Center.

BLS Basic Life Support

ALS Advanced Life Support

CARF , Commission on Accreditation of Rehabilitation Faciiities

ACLS - Advanced Cardiac Life Support |

ATLS : - Advanced Trauma Lifer Support
FTE Fﬁll Time Equivalent Y}
TNCC Trauma Nurse Coordinator Course

MTTU - Mobile Trauma Training Unit

PHTLS Physician Trauma Life Support |

BTLS Basic Trauma Life Support
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I Figure 13

Auto Accidents By Gender & Age
| Injured
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LB 1223
Figure 27

Sec. 86. That section 71-7501, Revised Statutes Supplement, 1992,
be anended to rsad as follows:

71-75¢C1. Sections 71-7501 to 71-7521

aDd_sactions 88, 93 to 101,
. shall be known and may be cited as the Comsunity
Pabbliie Health Serviees Care Act

Sec. 7. That section 71-7502, Revised Statutes Suppleaent, 1992,
be asended to read as follows: - :

71-7502. (1) Ihe Legislature finds that Nabraska's health care

. {2) The lsgizlatuxe finds that coe purpose of the Commumnity Peblie
Health Serviees farg Act is to authorisze a delivery mechanisa to provide
compunity public health services statewide. The act is not
an . entitlesent to any activities described in the act, and the Department of
Health may perfors the activities descrided in ths act the. extent funds are

18

available. The act is not intended to displace local pudblic bealth
departaents currently in existence or to dis: establisheent of new
local public health dspartsents but rather to provide comaunity public bealth
sarvices to individuals who 4o mot have access to ssrvices from a local public
health department. The Legislature believes that all individuals should have
access to basic commmity public health servicss.

g
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not morée than fewr five hundred dollars; .
{c) For reinstatement of license, ten dollars;
. . (d) For. a .temporary permit, an amount not less than twenty-five
dollars and not more than one hundred dollars; ’ :
(e} For a certified statement that a licensee is 1licensed in this

state, a fee of twenty-five dollars, and for verification that a licensee is
licensed in this state, a fee of five dollars; and

(£) For a duplicate license, ten doliars. :

{2) Any applicant whose application is rejected by the department or
withdrawn by the applicant shall be allowed the return of his or her fee
except for an administrative fee of twenty-five dollars te be retained by the
department. )

. Sec. 79. That section 71-7423, Revised Statutes Supplement, 1992,
be amended to read as follows: )

71-7423. A wholesale drug distributor license may be denied,
refused renewal, suspended, limited, or revoked by the Director of Health when
the -director finds that the licensee has violated ' any provisions of the
Licensing Act or of the rules and regulations
adopted under the act or has committed any acts or offenses set forth in
section 71~147 -or 71-148. iseiplinery Al) actions and proceedings shall be
carried but as specified in sections'71-147 to 71-161.19.

For purposes of this section, licensee shall include, but not be
limited  to, .the board of directors, chief executive officer, and other

" officers of the applicant or the entity to which the license is issued and the

manager of each site if more than one site is located in this state. :
Sec. -B0. tions o _BS i shall be known and may be

- .Sec,.

s

designation, and rehabhilitative care, £ah vastly improye outcome.
It _is the intent of the Nebraska Trauma Systems Development act to
des he Departs ealth to be - nsible for. oordination and

the blic heal _safe

is
and_ welfare b rovidin or. _the creation of =z
statewide trauma care system with standards for all providers of trauma
services. , . . :
. Sec. 82. Eor purposes of the Nebraska Trauma Systems Development
ct: ’ - - E
. L1) Board shall mean the Nebraska Trauma Systems Development Board
created by section 83 of this act: '
. - {2) Department shall mean the Department of Heaith:
: i tis

] S mean a-si e _or

Sec. B83. There i eby created the Nebraska auma - Systems
Develo ) oard. The board shall be an ad Sory board to t departn and

sha c iftee ers o0_have a demonstrated interest in trauma
care systems de ment . board shall a irector o

ealt] and__sh be br 1 r sentatiys trauma evyention_and care

ders an a

egions ossible.
The board shall be composed of two prehospital providers, two emergency-
medical physicians. two hospital agginist;agorgl and two surgeons. One member
. from each of such categories shall be from a rura) area, and one member from
. each of such tegories shall be
c: d i

om_an _urban area. boa sha also be
EiFi oy P

hys a

cal ne ne ang

spee thera [>] ational Bra [} sical ra n erson _involved
i evention ucation, two rses acti in trauvma ca and t ersons

Eepresenting the public who have no affiliation with prehospital, hospital. or

-37-
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v its ip.
menbers shall be reimbursed —for their actual and__necessary _expenses as
provided in sections 81-1174 to 81-1177.

Sec.. 84. The board sh advise the depart o de:
of a _trauma care system plan to carrvy ou e ose of the Nebraska Tra

3 ms _ De me; Act and shall work with the department to implement the

an.
Sec. 85. TIhe department shall: . ’
. 1) Coordij the anni and development of a trauma ca system
plan: and ) .
2 Pre he an_ to e islature and the Go or on o

o & auma _care
‘system. e lan shall -incled ut_  n be limited to, designation o

standards for trayma centers, trauma care systems management, deyelopment of a
A =

S \'d 0 mprove trauma

and yrehabilitation. The plan shall also include timelines for the devel. ent
of each aspect. of - the plan and shall include all ménts necessa for an

effectjve trauma care system, ineluding a trauma registry.
Sec. 86. That section 71-7501, Revised Statutes Supplement, 1992,
be amended to read as follows:

71-7501. Sections 71-7501 to 71-7521 and sections 88, 93 to 301,
and 103 to 110 of this act shall be known and may be cited as the Community
‘Publie Health Serwiees Care Act.

Sec. 87. That section 71-7502, Revised Statutes Supplement, 1992,
be amended to read as follows: ' ’

71-7502. (1) The Legislature finds that Nebraska's health care
== Aress Of - :

strengths ya differen

Health Serwieces Care Act is to authorize a delivery : mechanism to provide
comnunity public health services statewide. The -act is not intended to create
an entitlement to any activities described in the act, and the Departaent of
Health may perform the activities described in the act to the extent funds are
‘available. The act is ‘not .intended to displace local public health
_ -departments currently in existence or to discourage the establishment of new

local public health departments but rather to provide community public health
services to individuals who do not have access to services from a local public
health department. The Legislature believes that all individuals should have
access to basic community public health services.,

Sec. 88. It is the intent of the lLegislature:

{1) That Nebraska be able to be innovative and creative in
addressing its health care needs on a local basis and op a state basis:

o _the & ssib 2 d and aluate the hea

all sections of

care _delivery system at the Jlocal leyel and to involve representatives from
i di ublic and L d

{3) That _state efforts . jn  agsessment, . policy development., and
gquality assurance support the local communities in meeting thejr health care
needs. ‘ R s : : . )

Sec. 89. That section 71-7503, Revised Statutes Supplement, 1992,
be amended to read as follows: : e . )
o 71-7503.  For purposes of the Community Publie Health Semvices Care

act, the definitions found in sections 71-7504 to 71-7515 and_section 104 of
~this act ‘may be used. ’ )
Sec. 90, That section 71-7514, Revised Statutes Supplement, 1992,
be amended 'to read as follows: ‘ :

71-7514. Region shall mean a community publie health serwices care

region - established er sectio =7516 under the operation of the-

" department.

Sec. 91. That section 71-7516, Revised Statutes Supplement, 1932,
be amended to read as follows:

71-7516. There 5 hereby authenized the establishment ef six are
hereby authorized to be established community publie health services care

regions. Ihe director may determine the composition of such regions_after

facilitating a discussion among al}l a £ the state in order to determine a
rational configuration of counties for each regjon. In establ ishing the lines
each region e department may take into consideration current health care

-38-
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= (Adams)
_ Hastings Regional Center
{Antelope) :

Antelope Memorial Hospita

{Boone}
Boone County Health Center

{Boyd)
Niobrara Valley Hospital Corporation

(Buffalo)
Richard H. Young Hospital

(Burt)
QOakland Memorial Hospital

(Chase) :
Chase County Community Hospital

(Cheyenne}
Memorial Health Center

" (Cuming)
St. Francis Memeorial Hospital

(Custer)
Callaway District Hospital

{Dawes)
Legend Buttes Health Services

{Dawson)
Gothenburg Memorial Hospital

(Dawson)
Cozad Community Hospital

(Douglas)
Saint Joseph Hospital

(Douglas) _
Methodist Richard Young

{Douglas}
Douglas County Hospital .

(Douglas) | |
~Boys Town National Research Hospital
'l.Doﬁglas)
Bergan Mercy Medical Center

Table 3 NEBRASKA HOSPITALS AND CORRESPONDING COUNTY

{Adams) -
Mary Lanning Memorial Hospital

_(Antelope)
Tilden Community Hospital

(Box Buite)
Box Butte General Hospital

{Brown)
Brown County Hospital

(Buffalo)
Good Samaritan Hospital

(Butler)
Butler County Health Care Center

{Cherry)
Cherry County Hospital

(Colfax)

Memorial Hospital, Inc.

(Custer)
Sargent District Hospital

{Custer} :
Jennie M. Melham Memorial Med. Ctr., Inc.’

{Dawes)
Chadron Community Hespital

{Dawsonj
Tri-County Area Hospital District

{Dixon)
Wakefield Health Care Center

(Douglas)
The Nebraska Methodist Hospital

{Douglas)
Saint Joseph Center for Mental Health

(Douglas)
Immanuel Medical Center

{Douglas)
Children's Memorial Hospital

(Douglas})
Bishop Clarkson Memorial Hospital



(Douglas)
University of Nebraska Medical Center

(Dundy}
Dundy County Hospital

(Franklinj
Franklin County Memorial Hospital

(Gage)}
Beatrice Comm. Hospital & Health Center

{Gage)}
Beatrice Comm. Hospital/Parkview Center

{Garfield)
Community Memorial Health-Center

(Hall) '
St. Francis Memorial Health Center

(Hamilton)
- Memorial Hospital

(Holt)
St. Anthony's Hospltal

(Howard)
Howard County Community Hespital

(Johnson)
Johnson Ceunty Hospital

(Keith)
Ogallala Community Hospital

{Knox)
Creighton Area Health Services

(Lancaster)
Lincoln Corr Ctr-Eval Unit Hosp & Clinic

(Lancaster)
Nebraska State Penitentiary Hosp. & Clinic

(Lancaster) .
Linceln Regional Center

{Lincoiln}
Great Plains Regional Medical Center

(Madison)
Lutheran Community Hospital

{Dodge)
Fremont Area Medical Center

(Fillmore)
Filimore County Hospital

(Furnas)
Tri Valley Health System

{Gage) _
Beatrice State Develepmental Center

(Garden) :
Garden County Hospital & Nursing Home

(Hall)
St. Francis Medical Center

(Harlan)
Harlan County Hospital

E (Holt) ' _
West Holt Memeorial Hospital, Inc.

(Hooker)
Pioneer Memorial Community Hospital Ass'n.

{Jefferson) }

Jefferson Community Health Center, Inc.

(Kearney)
Kearney County Health Services

(Kimball)
Kimball County Hospital

(Lancaster)
Bryan Memorial Hospital «

(Lancaster)
Lincoln General Hospntal

{Lancaster)
St. Elizabeth Community Health Center

{Lancaster)
Madonna Rehabilitation Hospital

{Madison)
Our Lady of Lourdes Hospital

(Madison) e
Norfolk Regional Center S *}f



e ’Merr:ck)
. ,ltzenherg Memonal County Hospltal

(Nance}
Genoa Commaunity Hospital/LTC

{Nuckolls)
Brodstone Memeorial Nuckolls Co. Hospital

(Otoe)
St. Mary's Hospital

{Perkins)
Perkins County Health Services

(Pierce)
Osmond General Hospital

(Pierce)
Plainview Public Hospital

{Red Willow)
Community Hospital

{Richardson)
Commumty Medlcal Center, Inc.

;«'Saline)
Crete Municipal Hospital

(Sarpy)
Midlands Commumty Hospxtal

{Scotts Bluff)
Regional West Medlcal Center - North Umt

(Seward)
Memorial Hospital

(Sheridan}
Parkview Lodge

(Thayer)
Thayer County Memorial Hospital

(Valley)
Valley County Hospital

(Wayne)

Providence Medical Center

{York)
York General Hospital

(V3]

T fMorrill)

Morrilt Couniy Commumty Hospttal

{(Nemaha)
Nemaha County Hospital

{Otoe)
Community Memorial Hospital

(Pawnee) -
Pawnee County Memorial Hospital

{Phelps)
Phelps Memorial Health Center

(Polk) 7
Annie Jeffrey Memorial County Health Center

(Platte}
Columbus Community Hospital, Inc.

(Richardson)
Community Memorial Hospital, Inc.

(Rock}
Rock County Hospital

{Saline)
Warren Memorial Hospital

{Saunders) .
Saunders County Community Hospital/LTC

(Scotts Bluff)
Regional West Medical Center - South Unit

(Seward)
Rivendell Psychiatric Center of Nebraska

(Sheridan)
Gordon Memorial Hospital District

(Thurston}
Pender Community Hospital

(Washingion)
Memorial Commumty Hospltal

(Webster)
Webster County Community Hospital

(York)

Henderson Health Care Services, Inc.



NEBRASKA DEPA

RUMENT OF1EALTT EMERGENCY MEDICAL SERVICES (R

1995 HOSPITAL TRAUMA SURVEY
SUMMARY REPORT

Of the 95 hospitals responding, three are certified as Level I by the State of Nebraska. One of these three
is certified by the American College of Surgeons (ACS). One hospital is ACS Certified as a Level I11.

DO YOU CURRENTLY HAVE: Available

1. Trauma Program Director . 16%

2. TraumaMuitidisciplinary Committee 5%

3. Hospital Departments/Divisions/Sections
a. General Surgery 64%
b. Neurologic Surgery 16%
c. Orthopedic Surgery . 31%
d. Emergency Medicine - 85%
€. Anesthesia 69%

L | 24 hrs. 15 min. 30 min. | }
4. In-House 24 Hours/Day: ,
a. General Surgery 9% 1% 11%
b. Neurologic Surgery ' 1% 5% 3%
c. Emergency Medicine 47% 7% 3%
d. Anesthesiology . 14% 11% 12%
Available 15 min. 30 min.
5. On-call and promptly available:
' a. Anesthesiology 75% 19% 3% .

b. Cardiac Surgery ' 13% 5% 6%
c. Cardiology _ 32% 13% 11%
d. General Surgery 72% 20% 37%
e. Hand Surgery 21% 6% 12%
f. Infecticus Disease ' 39% 13% 13%
g. Internal Medicine . 42% 13% . 14%
h. Microvascular Surgery (replant/flaps) 14% % 7%
. Neurologic Surgery ‘ 15% 6% 6%
J- Obstetric/Gynecologic Surgery 62% 19% - 25%
k. Ophthalmic Surgery 28% 13% 9% ,
L OrallMaxillofaciaVPmticSurgcry 24% 12% 7% ;o }
m. Orthopedic Surgery 38% 12% 17% Ry
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w4~ " DO YOU CURRENTLY HAVE: __Available 15 min, 30 min.

n. Pediatric Surgery 27% 11% 8%
‘0. Pediatrics 2% 14% 9%
p. Plastic Surgery 13% 5% 6%
q. Pulmonary Medicine 25% 2% 8% .
r. Radiology 57% 22% 13%
s. Thoracic Surgery . 19% 8% . 1%
t. Urologic Surgery ' 27% 8% 12%
Available

6. Emergency Department (ED) .
a. Designated physician director _ 60%
b. Physician who has special competence - 24% -
and who is a designated member of the trauma team and js '
physically present in the ED 24 hours a day.

c. Nursmg personnel with special capability 60%
in trauma care who provide continual - '

monitoring of the trauma patient from
hospital arrival to disposition in ICU,
OR,or patient care unit.

7. Equipment for resuscitation of patients of all ages:

a. Airway control and ventilation equipment, - 96% -
- including laryngoscopes and endotracheal ‘
tubes of all sizes,bag-mask resuscitator,
pocket masks, and oxygen

b. Pulse oximetry 9%

¢. End-tidal CO, determination - 64%

d. Suction devices 100% -

e. Electrocardiograph-oscilloscope- 96%
defibrillator

f. Apparatus to establish central venous 55%

*  pressure monitoring '

g- Standard intravenous fluids and 96%
administration devices, including large
bore intravenous catheters

h. Sterile surgical sets for S 7 .
1. Airway control/Cricothyrotomy o 192%
2. Thoracotomy 74%
3. Vascular access 76%
4. Chest decompression ' 78%

i Gastric decompression 87%
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DO YOU CURRENTLY HAVE: -

10.

J. Drugs necessary for emergency care
k. X-ray availability 24 hour/day

emergency transport system
m. Skeletal traction devices including
capability for cervical traction
n. Arterial catheters
0. - Thermal control equipment
1. Forpatient’
2. Forblood and fluids
3. Forblood and fluids .

'L Two-way communication with vehicles of

Operating room adequately staffed in-house -

and immediately available 24 hours/day.

Equipment: _ i
a. Cardiopulmonary bypass capability
b. Operating microscope
c. Thermal control equipment

1. forpatient

2. forblood and fluids

-d.  X-ray capability including c-arm image

intensifier 24 hours/day
€. Endoscopes
f. Craniotomy instruments

g- Equipment appropriate for fixation of
long bone and pelvic fractures.

Postanesthetic Tecovery room
(surgical intensive care unit is acceptable)

a. Registered nurses and other essential
personnel available 24 hours/day

b. Equipmentforthe oonﬁnumsmonitoxhéof

temperature, hemodynamics and gas exchange

c. Equipment for the continuous monitoring

of intracranial pressure.

d. Pulse oximetry

e. End-Tidal CO, determination
Thermal control

Available

98%
95%
- 99%

67%
48% -
67%

63%

54%
64%

Adult

Ped

11% .
43%

39%
53%
40%

66%
16%
46%

Available

2%
78%
20%

95%
60%
61%

- %

21%

43%
36%
26%

26%
13%
28%

Page
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CURRENTLY HAVE: Available

1. Intensive care units (ICUs) for trauma patients
a. Personne] ' ‘
‘1. Designated surgical director for o ' 24%
» trauma patients - - o
2. Physician, with privileges in critical care - 35%
and approved by the trauma director
b. Equipment » ’
1. Appropriate monitoring and 79%
resuscitation equipment : :
c. Support Services ;
1. Immediate access to clinical diagnostic services ' 66%
12. Acute hemodialysis capability or transfer protocol .~ 19%
13. Organized burn care » . , :
a. Physician-directed bum center staffed by nursing 7%.. .
personnel trained in burn care and equipped : :
properly for care of the extensively burned patient
b. Transfer agreement with burn center. B 36%
14.  Acute spinal cord/head injury management capability . -
a. Incircumstances in which adesignatedspinal : 26%
cord injury rehabilitation center exists in the region, early :
transfer should be considered; transfer agreéments should be in effect
b. Incircumstances in which a head injury 25%

centre exists in the region, transfer should be
considered in selected patients; transfer

. agreements should be in effect
15. Radiological special capabilities )
a. In-house radiology technician - 87% -
b. Angiography : 27%
‘c. Sonography . 53%
d. Nuclear scanning » 31%
e. Computerized tomography(CT) 40%
f. In-house CT technician ' 26%
g. Neuroradiology : 14%
16. Rehabilitation
a. Rehabilitation service staffed by personnel 25%
trained in rehabilitation care and equipped properly
for acute care ofthe critically injured patient
b. Fullin-house service or transfer protocol to 31%
a licensed rehabilitation service with demonstrated
_ ability for management of spinal cord injury
_and/or acute brain injury
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DO YOU CURRENTLY HAVE: 24 brs.

a.

b
c.
d

™op

faoc o

@

a.

a.

15 min. 30 min. N/A
17. Clinical laboratory service (available 24 hours a day) . ’
Standard analyses ofblood, urine; and body fluids 58% 34% . 5% 2%
- Blood typing and cross-matching 56% 33% 7% 2%
Coagulation studies 57% 33% 6% 2%
. Comprehensive blood bank or access to 58% 21% 8% 9%
a community central blood bank and adequate
storage faci]ities : .
Blood gases and pH determinations 55% 29% 7% 6%
- Microbiology 45% 21% 5% 26%
Drug and alcohol level & urine toxology - 44% 29% 4% 39%
screening . _ -
Carboxin/aspirin screening kits 31% 21% 3% - 57%
18. Quality Improvement o Available
Trauma Registry. o | 23%
Special audit for all trauma dea 33%
Morbidity and mortality review o 61%
Trauma conference, multidisciplinary , 21%
Medical nursing audit, utilization review, - 62%
tissue review 7 S
Review of prehospital trauma care » 29%
Published on-call schedule must be 51%
maintained for surgeons, neurosurgeons, :
orthopedic surgeons, and other major surgeons. :
Times and reasons for trauma-related 15%
bypass must be documented and reviewed
by quality improvement program
Quality improvement personnel dedicated 17%
to and specific for the trauma program
19. Outreach Program
Telephone and on-site consultations with 58%
physicians of the communityand outlying areas
20. Prevention/Public Education
Epidemiology Research
1. Conduct trauma related research 13%
2. Coliaborate with other institutions in 18%

research - :

Page 5
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DO YOU CURRENTLY HAVE: - Available
3. Monitor progress of prevention programs 15%
4. Consuit with qualified researchers on ‘ 14%
- evaluation measures

b. Surveillance
1. Special ED and field collection projects . 12%
2. Expanded trauma regtstry data 7%
3. Minimal trauma registry data 13%

¢. Prevention

‘1. Designated prevention coordinator 8%
2. Outreach activities and program - 17%
* development ) ' )
3. Information resource 21%
4. Collaboration with existing pational, 24%

regional and State programs
21. Trauma Research Program :
-a. -Organized program with designated director 3%

b. Regular meeting of research group 2%
c. Evidence of productivity
1. Proposals reviewed by IRB 1%
2. Presentationat localregional/ntl meetin gs 2%

3. Publications in peer-reviewed journals . 2%
22, Contmungducatlon . »
Formal programs in continuing education provided for:

a. Staff/Community Physicians 56%

b. Nurses ’ 69%

¢. Allied health personnel : : 59%

d. Community physicians . 47%

e. EMS personnel 52%
23. Trauma Service Support Personnel E

a. Trauma coordinator : 12%
24. Organ Procurement Activity : 56%
25. Transfer Agreements

a. As transferring facility 36%

b. Asreceiving facility - 27%

Page 6
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Table 3 NEBRASKA HOSPITALS AND CORRESPONDING COUNTY

(Adams)
Hastings Regional Center

{Antelope) _
Antelope Memorial Hospital

(Boone)
Boone County Health Center

(Boyd)
Niobrara Valley Hospital Corporation

(Buffalo}
Richard H. Young Hospital

(Burt) _
Oakland Memorial Hospital

(Chase) )
Chase County Community Hospital

(Cheyenne}
Memeorial Health Center

(Cuming)
St. Francis Memerial Hospital

{Custer}
Callaway District Hospital

{Dawes)
Lezend Buttes Health Services

(Dawson)
Gothenburg Memorial Hospital

(Dawson)
Cozad Community Hospital

(Douglas)
Saint Joseph Hospital

(Douglas)
Methodist Richard Young

(Douglas)
Douglas County Hospital

(Douglas)
Boys Town National Research Hospital

{Douglas)
Bergan Mercy Medical Center

(Adams) :
Mary Lanning Memorial Hospita

_(Antelope)
Tilden Community Hespital

{Box Butte) _
Box Butte General Hospital

{Brown)
Brown County Hospital

{Buffalo}
Good Samaritan Hospital

(Butler} }
Butler County Health Care Center

(Cherry)
Cherry County Hospital

(Colfax)
Memorial Hespital, Inc.

- {Custer)

Sargent District Hospital

(Custer)

Jennie M. Meltham Memorial Med. Ctr., Inc.

(Dawes) ]
Chadron Community Hospital

{Dawson}
Tri-County Area Hospital District

(Dixon) o
Wakefield Health Care Center

{Douglas)
The Nebraska Methodist Hospital

{Douglas)
Saint Joseph Center for Mental Health

{Douglas) )
Immanuel Medical Center

{Douglas)
Children's Memorial Hospital

(Douglas)
Bishop Clarkson Memorial Hospital

b



T “:;\Dauglas) ‘ ~ . (Dodge)

'g;_;_‘_;niversity of Nebraska Medical Center - ‘ Fremont Area Medical Center

(Dundy) ’ (Fillmore}

Dundy County Hespital . Filimore County Hospital

(Franklin} » (Furnas)

Franklin County Memorial Hospital . : Tri Valley Health System

(Gage) . ) (Gage)

Beatrice Comm. Hospital & Health Center: ' Beatrice State Developmental Center
{Gage} ' (Garden)

Beatrice Comm. Hospital/Parkview Center - Garden County Hospital & Nursing Home
(Garfield) : - (Hall)

Community Memorial Health Center St. Francis Medical Center

(Hall} : - (Harlan)

St. Francis Memorial Health Center : Harlan County Hespital

(Hamilton) ' (Holy

Memorial Hospital West Holt Memorial Hospital, Inc.
(Holt) (Hooker)

_ St. Anthony's Hospital Pioneer Memorial Community Hospital Ass'n.

’i"-loward) : {Jefferson)

Howard County Commaunity Hospital Jefferson Community Health Center, Inc.
{Johnson) (Kearney)

Johnson County Hospital . Kearney County Health Services

(Keith) | (Kimball)

Ogallala Community Hospital Kimball County Hospital

{Knox} (Lancaster)

Creighton Area Health Services Bryan Memorial Hospital

(Lancaster) {Lancaster}

Lincola Corr Ctr-Eval Unit Hosp & Clinic Lincoln General Hospital

(Lancaster) _ (Lancaster}

Nebraska State Penitentiary Hosp. & Clinic: . St. Elizabeth Community Health Center
(Lancaster) ' {Lancaster) ,

Lincoln Regional Center s ' Madonna Rehabilitation Hospital
-(Lincoln) {Madison}

Great Plains Regional Medical Center - " Our Lady of Lourdes Hospital
(Madison) (Madison)

| .utheran Community Hospital Norfolk Regional Center



Merrick) _
" itzenberg Memorial County Hospital

{(Nance}
Genoa Community Hospital/LTC

{Nuckolls)
Brodstone Memorial Nuckolls Co. Hospital

(Otoe} :
St. Mary's Hospital

{Perkinsj
Perkins County Health Services

{Pierce}
Osmond General Hospital

(Pierce)
Plainview Public Hospital

(Red Willow)
" Community Hospital

{Richardson)
Community Medical Center, Inc.

Saline)
Crete Municipal Hospital

(Sarpy) . 7
Midlands Community Hospital'

{Scotts Bluff) :
Regional West Medical Center - North Unit

{Seward)
Memorial Hospital

{Sheridan)
Parkview Lodge

(Thayer)
Thayer County Memorial Hospital

(Vailey)
Valley County Hospital

(Wayne)
Providence Medical Center

(York)
York General Hospital

(73 )

(Morrill}
Morrill County Community Hospital

- (Nemaha)

Nemaha County Hospital

{Oroe)
Community Memorial Hospital

{Pawnee)
Pawnee County Memorial Hospital

(Phelps)
Phelps Memorial Health Center

(Polk)
Annie Jefirey Memorial County Health Center

(Platte) :
Columbus Community Hospital, Inc.

(Richardson)
Community Memorial Hospital, Inc.

{Rock}
Rock County Hoespital

{Saline)
Warren Memorial Hospital

(Saunders)
Saunders County Community Hespital/LTC

(Scotts Bluff
Regional West Medical Center - South Unit

(Seward)
Rivendell Psychiatric Center of Nebraska .

{Sheridan)
Gordon Memorial Hospital District

(Thurston)
Pender Community Hospital

{(Washington)
Memorial Community Hospital

(Webster)
Webster County Community Hospital

(York)

Henderson Health Care Services, Inc.
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NEBRASKA DEPARTMENT OF HEALTH ’ EMERGENCY MEDICAL SERVICE

1995 AMBULANCE TRAUMA SURVEY
SUMMARY REPORT |

Services with written trauma triage ane
transport protocols: ~_

Services licensed in ALS:

Paramedic 8%
EMT-I ' 9%
EMT-D 13%

Services licensed in BLS:

First Responder 16%
Emergency Medical Technician 85% . . . L
Automatic Defibrillator 44%, Services with written trauma patient care

protocols;

Dispatchers Having EMD Training

With Tralning

No Training

Services with own base radio: 66%

Receiving hospitals reviewing trauma cases with
service: 25%

Medical Direction:

Services without

Medical Direction: No Reviews

Services with 27%
Medical Other
Direction:
73% Qual‘terly

Month[yI
0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%







NEBRASKA DEPARTMENT OF HEALTH TUEMERGENGS MEDIC AR SERVICES

— 1995HOSPITAL TRAUMA SURVEY
| ~ SUMMARY REPORT

Of the 95 hospitals resfponding, three are certified as Level II by the State of Nebraska.  One of these three
is certified by the American College of Surgeons (ACS). One hospital is ACS Certified as a Level ITI.

DO YOU CURRENTLY HAVE: Available
1. Trauma Program Director _ 16%
2. Trauma Multidisciplinary Committee 5%
3. Hospital Departments/Divisions/Sections : '
a. General Surgery : - 64%
b. Neurologic Surgery o - 16%
c. Orthopedic Surgery . 31%
d. Emergency Medicine T 85%
e. Anesthesia - - 69%
: - 24 hrs. 15 min. 30 min.
( 4. In-House 24 Hours/Day: o o
v a. General Surgery = , 9% : 11% 11%
o b. Neurologic Surgery 1% 5% 3%
¢. Emergency Medicine - T47% . 1% 3%
d. Anesthesiology . "14% % 12%
- Available_ 15 min, 30 min,
5. On-call and promptly avaiiable:
a. Anesthesiology ' 75% 19% 37% -
b. Cardiac Surgery ' 13% - "% 6%
c. Cardiology : ' 32% o 13% 11%
d. General Surgery o 2% 20% 37%
e. Hand Surgery 21% 6% 12%
f. Infectious Disease ' 39% 13% 13%
g. Internal Medicine . 2% 13% 14%
h. Microvascular Surgery (replant/flaps) 14% 5% 7%
i. Neurologic Surgery - 15% 6% 6%
J-  Obstetric/Gynecologic Surgery 62% 19% - 25%
k. Ophthatmic Surgery 28% 13% : 9%
1 Oral/Maxillofacial/Plastic Surgery 24% 2% 7%
m. Orthopedic Surgery 38% 12% 17%

Page 1
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‘ DO YOUCURRENTLYHAVE ' ._Available

7 15 min. 30 min,
n. Pediatric Surgery ' 27% 11% 8%
o. Pediatrics - . o 42% 14% 9%
p. Plastic Surgery ' - 13% 5% 6%
q. Pulmonary Medicine ' ' 25% 12% 8%
~r. Radiology = - 57% 22% 13%
s.  Thoracic Surgery. - 19% 8% 7%
t. Urologic Surgery 27% 8% 12%
Availgble ,
6. Emergency Department (ED)
a. Designated physician director 60%
~ b. Physician who has special competence 24%
and who is a designated member of the trauma team and is o
physically present in the ED 24 hours a day. ‘
c. Nursmg personnel with special capability 60% -
in trauma care who provide continual
monitoring of the trauma patient from
* hospital arrival to disposition in ICU, _
OR,or patient care unit.
7. Equipment for resuscitation of patients of all ages : :
a. - Airway control and ventilation equipment, 96%
~ including laryngoscopes and endotracheal
tubes of all sizes,bag-mask resuscitator,
pocket masks, and oxygen )
- b.. Pulse oximetry ' 97%
- ¢. End-tidal CO, determination 64%
d. Suction devices 100%
e. Blectrocardnogmph—oscllloscope- 96%
: defibrillator 7
f.- Apparatus to establish central venous 55%
pressure monitoring -
g. Standard intravenous fluids and 96% -
administration devices, mcludmg large
: bore intravenous catheters
h.” Sterile surgical sets for .
1. Airway control/Cricothyrotomy 92%
2. Thoracotomy 74%
3. Vascular access 76%
4. Chestdecompression - - 78%
i Gastric decompression 87%

Page 2




DO YOU CURRENTLY HAVE:

10.

J

k.

l-

Drugs necessary for emergency care
X-ray availability 24 hour/day

Two-way communication with vehicles of

emergency transport system

. Skeletal traction devices including

capability for cervical traction

Arterial catheters ,
Thermal control equipment

1. Forpatient
2. Forblood and fluids
3. Forblood and fluids _

Operating room adequately staffed in-house
and immediately available 24 hours/day.

Equipment:

‘a.

b.

C.

Cardiopulmonary bypass capability .
Operating microscope
Thermal control equipment

1. for patient

2. forblood and fluids

X-ray capability inc!udi'ng c-arm image ,

intensiﬁer 24 hours/day
Endoscopes
Craniotomy instruments

g Equipment appropriate for fixation of

long bone and pelvic fractures,

Postanesthetic recovery room
(surgical intensive care unit is acceptable)

a.

Registered nurses and other essential
personnel available 24 hours/day -

Eqﬁmnmtformeoonﬁnmmumodné of

temperature, hemodynamics and gas exchange

Equipment for the continnous monitoring
of intracranial pressure.

d. Pulse oximetry
€. End-Tidal CO2 determination .

Thermal control

Available

98%
. 95%
99%

67%

48%

67%

63%.
54%
64%.

Ped

Adult

1%

43%

59%
53%

. 66%
- 16%
46%

Ayailable

9%

78%
20%
95%

60% .
61%

5%
21%

43%

. 36%
26%

26%
13%
28%

Page



DO YOU CURRENTLY HAVE:
11. Intensive care units (ICUs) for trauma patients

a. Personnel

Available

1. Designated surgical director for 2%
trauma patients » : ,
2. Physician, with privileges in critical care - 35%

and approved by the trauma director
b. Equipment

1. Appropriate monitoring and - 1%
: resuscitation equipment :

¢. Support Services

1. Immediate access to clinical diagnostic services 66%

12 Acuteheznodia]ysisﬁpabilityo;uansferpmtoool' 19%
13. Organized burn care ' ,

2. Physician-directed bum center staffed by nursing. 7%

personnel trained in bumn care and equipped
properly for care of the extensively burned patient

b. Transfer agreement with burn center. 36% 7 %
14.. Acute spinal cord/head injury management capability ' LT
a. Incircumstances in whicha designatedspinal 26% _ ﬁ

cord injury rehabilitation center exists in the region, early

transfer should be considered; transfer agreements should be in effect
b. Incircumstances in which a head injury 25%

centre exists in the region, transfer should be

considered in selected patients; transfer

- agreements should be in effect
15. Radiological special capabilities _ : .
a. In-house radiology technician - 8%
b. Angiography 27%
c. Sonography - 53%
d. Nuclearséanning 31%
e. Computerized tomography(CT) 4 : 40%
f. In-house CT technician ' ‘ O 26%
8- Neuroradiology - 14%
16. Rehabilitation 7
a. Rehabilitation service staffed by personnel ‘ 25%

trained in rehabilitation care and equipped properly
for acute care of the critically injured patient
b. Fullin-house service or transfer protocol to 31%
2 licensed rehabilitation service with demonstrated
ability for management of spinal cord injury

and/or acute brain infury

Pege 4
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DO YOU CURRENTLY HAVE: 24 hrs.

g0 o m

oo

g.

h.

pas o

h

a.

a.

15 min.
17. Clinical laboratory service (available 24 hours a day) - _
Standard analyses of blood, urine, and body fluids 58% 3% . 5% 2%
Bloodtyping andcross-matching ~~ 56% . 33% 7% 2%
Coagulation studies - 57% - 33% 6% 2%
Comprehensive blood bank or access to 58% - 21% 8% 9%
a community central blood bank and adequate -
storage facilities o :
Blood gases and pH determinations 55% 29% 7% 6%
Microbiology 45% 21% 5% 26%
Drug and alcohol level & urine toxology © 44% 29% 4% 39%
screening : , : _
Carboxin/aspirin screening kits 31% 21% - 3% "~ 57T%
18. Quality Improvement Available
Trauma Registry. 23%
Special audit for all trauma deaths 33%
Morbidity and mortality review 61%
Trauma conference, multidisciplinary 21%
Medical nursing audit, utilization review, 62%
tissue review -
Review of prehospital trauma care 29%
Published on-call schedule must be 51%
maintained for surgeons, neurosurgeons,
orthopedic surgeons, and other major surgeons.
Times and reasons for trauma-related 15%
bypass must be documented and reviewed
by quality improvement program
Quality improvement personnel dedicated 17%
to and speciﬁc for the trauma program
19. Outreach Program
Telephone and on-site consuitations with 58%
physicians of the community and out!yipg areas
20. Prevention/Public Education '
*a. Epidemiology Research
1. Conduct trauma related research 13%
2. Collaborate with other instituti ions in 18%

30 min.

N/A

research

Page 5



DO YOU CURRENTLY HAVE

2L

22.

frROOP

23

24,
25.

3.
4.

Monitor progress of preventlon programs
Consult with qualified researchers on

- evaluation measures

b. Surveillance

1.
2.
3.

Special ED and field collection projects
Expanded trauma registry data
Minimal trauma registry data

c. Prevention

1.

Designated prevention coordinator

2. Qutreachactivities and program -
development :
3. Informationresource ,
4. Collaboration with existing national,
regional and State programs
Trauma Research Program

a. -Organized program w:thdemgnated director
b. Regular meeting of research group '
¢. Evidence of productivity

1.
2.
3.

Proposals reviewed by IRB
Presentation at local/regional/nti meetings
Publications in peer-reviewed journals

Continuing Education

Formal programs in continuing education provided for:

Staff/Community Physicians
Nurses

Allied health personnel
Community physicians
EMS personnei

. Trauma Service Support Personnel

2. Trauma coordinator
Organ Procurement Activity
Transfer Agreements

a. As transferring facility
b. Asreceiving facility

. Available

15% .

14%

C12%
7%

13%

8%
17%

21%:
24%

3%
2%

1%
2%
2%

56%
69%
59%
47%

- 52%

12%
56%

36%
27%

;
i, o
% W

e

Page
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NEBRASKA DEPARTMENT OF HEALTH

EMERGENCY MEDICAL SERVICES

Pt
=
g

+#1995 REHABILITATION SERVICES QUESTIONNAIRE
_ SUMMARY REPORT

Fotal surveyed: - 95

Certification: =~  JCAHO 35%

CARF 6%

Comprehensive Inpatient-Category I IT I 7%

Spinal Cord Injury 1%

Brain Injury-Medical Inpatient 1%

Brain Injury-Community Integrated 0%

Outpatient 6%
Number of Acute Beds: + Average Occupancy of Acute Beds:
25 or less: 35% 1-5; 21%
-26-50: 40% 6-10: 18%
51-75: 4% 11-15: 17%
76-100: 4% _ 16-20; 1%
More than 100 17% 21-25: 0%

More than 23; 19%

At what level do you treat the following patients?

Amputes DORehab

B Acute

Spinal Cord Iyury B Trauma

Brain Injury.

Multiple Fx's

-

30% 40% . 50% 60% 70% 80% S0%

o R L TRt I

0%  10% 20%

Page 1






NEBRASKA DEPARTMENT OF HEAL 11] T UEMERGEACY MEDICAL SERVICES

Ui - 1995HOSPITAL TRAUMA SURVEY
| '~ RAWDATAREPOR

Of the 95 hospitals responding, three are certified as Level I by the State of Nebraska. One of these three
is certified by the American College of Surgeons (ACS). One hospital is ACS Certified as a Level [jI.

DO YOU CURRENTLY HAVE: b Swmin__ 30 mim NA
1. Trauma Program Director 6% . 4% 4% 82%
2. Trauma Multidisciplinary Committee =~ = 594 . . 0% 0% 87%
3. 'Hospital Departments/Divisions/Sections o ' B

2. General Surgery - 21% - 17% 26% 23%
b. Neurologic Surgery , - 8% 4% 3% 69%
c. Orthopedic Surgery - , 14% - % 9% 52%
d. Emergency Medicine . 58% 19% 8% 12%
e. Anesthesia _ 23% 18% . 28% - 19%
4. In-House 24 Hours/Day:
a. General Surgery ‘ 9% 11% 11% 55%
b. Neurologic Surgery ' 1% 5% 3% . 75%
_ 9 _ c. Emergency Medicine 47% 7% 3% 36%
d. Anesthesiology 14% 11% 12% 52%
5. On-call and promptly available: - : :

a. Anesthesiology 19% 19% 37% : 17%
b. Cardiac Surgery ' 1% 5% 6% 78%
c. Cardiology 8% 13% 11% 58%
d. General Surgery C15% - 20% 37% 21%
e. Hand Surgery _ 3% . 6% 12% . 67%
f. Infectious Disease 14% - 13% 13% 54%
8- Internal Medicine 16% 13% 14% 47%
h. Microvascular Surgery (replant/flaps) 1% 5% 7% 76%
i. Neurologic Surgery 2% 6% 6% 76%
J- Obstetric/Gynecologic Surgery 18% 19%  25% 33%
k. Ophthalmic Surgery ) - 6% "13% 9% 62%
L Oral/Maxillofacial/Plastic Surgery 5% 2% 1% 67%
m. Orthopedic Surgery : 9% 12% 17% 54%
n. Pediatric Surgery N 8% 11% 8% 65%
o. Pediatrics 19% 14% 9% 49%
p. Plastic Surgery 1% 5% 6% 77%
q. Pulmonary Medicine 5% 12% 8% 66%
F. Radiology : 22% 22% 13% 36%
s. Thoracic Surgery : 3% 8% 7% 1%

f.

Urologic Surgery - C 7% 8% 12% 64%

Page 1



DO YOU CURRENTLY HAVE:

a.

c.

a.

o a0 o

il O

24 hrs. . 15 min, 30 min. NA
6. Emergency Department (ED)
- Designated physician director 36% 16% 8% 28%
b. Physician who has special competence  19% 5% © 0% 66%
and who is a designated member of the trauma team and is
physically present in the ED 24 hours a day. _
Nursing personnel with special capability 51% 5% 4% 33%
in trauma care who provide continual ,
monitoring of the trauma patient from
hospital arrival to disposition in ICU,
OR,or patient care unit.
7. Equipment for resuscitation of patients of all ages:
.Airway control and ventilation equipment,  94% 1% - 1% 4%
including laryngoscopes and endotracheal
tubes of all sizes,bag-mask resuscitator,
pocket masks, and oxygen
Pulse oximetry ©95% 2% 0% 3%
End-tidal CO, determination 57% 3% 4% - 23%
Suction devices 99% 1% 0% 0%
Electrocardiograph-oscilloscope- 97% 1% 0% 2%
defibrillator
Apparatus to establish central venous 49% 4% 1% 35%
pressure monitoring
Standard intravenous fluids and 97% 1% 0% 2%
administration devices, including large '
bore intravenous catheters
- Sterile surgical sets for
1. Airway control/Cricothyrotomy 91% 1% 0% 4%
2. Thoracotomy 71% 2% 1% 21%
3. Vascular access 76% 0% 0% 17%
4. Chestdecompression 77% 1% 0% 17%
Gastric decompression - 86% 1% 0% 7%
Drugs necessary for emergency care 97% 1% 0% 1%
X-ray availability 24 hour/day 7% 20% 4% 2%
Two-way communication with vehiclesof 98% 1% 0% - 0%
emergency transport system '
- Skeletal traction devices including 64% 1% 2% 24%
capability for cervical traction '
Arterial catheters 1% 1% 42%

46%

Page
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DO YOU CURRENTLY HAVE:

15 min. 30 min.

24 hrs. NA
o. Thermal control equipment _
1. Forpatient 66% 1% 0% 28%
2. Forblood and fluids 61% 1% . 1% 32%
3. Forblood and fluids 51% - 1% 2% 37%
8. Operating room adequately staffed in-house ~ 18% 20% 26% 27%
and immediatelyavailable24hourslday. e
Adult Ped No
9. Equipment*;
a. Cardiopulmonarybypass capability 11% 5% o 86%
b. Operating microscope 43% 21% 49%
¢. Thermal control equipment o ' ’
1. forpatient 9% 43% 33%
2. forblood and fluids 53% 36% 37%
d. X-ray capability including c-arm image  40% 26% 52%
intensifier 24 hours/day _ .
e. Endoscopes 66% 26% 27%
f. Craniotomy instruments _ 16% 13% 74%
& Equipment appropriate for fixation of 46% 28% 438% -
long bone and pelvic fractures. E
2brs. 15 min. 30 min. NA
10. Postanesthetic recovery room
- (surgical intensivecareunitisacceptable) : .
a. Registered nurses and other essential 76% - N% 5% . 5%
personnel available 24 hours/day . _ ,
b. Equipmentforthecontinuousmonitoringof ~~ 75% 3% 0% 1%
temperature, hemodyxmﬁcsandgasexdlange '
c. Equipment forﬂme‘conﬁnuousmonitoring 19% 1% 0% 73%
of intracranial pressure. : '
d. Pulseoximetry 94% 1% 0% 4%
¢. End-Tidal CO, determination 53% 5% . 2%, 33%
f. Thermal controf 59% 1% 1% 33%

*In Section 9, hospitals surveyed may have indicated both Adujt and Ped,

Page
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‘DO YOU CURRENTLY HAVE: 24 hrs. 15 min. 30 min. NA

11, I.ntensi've care units (ICUs) for trauma patients 7

a. Personnel

1. Designated surgical director for 14% 8% 2% 68%
trauma patients o X
2. Physician, with privileges in critical care 16% 16% 3% . 54%
and approved by the trauma director : ) ' :
b. - Equipment -
1. Appropriate monitoringand T 74% 4% 1% 16%

resuscitation equipment
c. - Support Services

1 Immediateaccesstoclinical dagosticservices 48% 1% ™% 2%

12. Acutehemodialysiscapability ortransferprotocol ~ 15% 1% 3% 7%
13. Organized bum care 4 )
a. Physician-dimctedbmncenta'staﬁ‘edbynmsir;g 4% : 2% 1% 8%

personnel trained in burn care and equipped
properly for care of the extensively burned patient

b. Transfer agreement with bumn center: 32% 3% 1% 54%
14. Acute spinal cord/head injury management capability ' 4
a. Incircumstances in which a designatedspinal 23% 2% 1% 65%

cord injury rehabilitation center exists in the region, early
transfer should be considered; transfer agreements should be in effect

b. Incircumstances in whichahead injury ~ 24% 1% 0% 67%
centre exists in the region, transfer should be o ' :
considered in selected patients; transfer

agreements should be in effect

15. Radiological special capabilities _
a. In-house radiology technician 27%. 41% 13% 9%
b. Angiography 6% - 11% 11% 66% -
c. Sonography 11% 24% 18% 39%
d. Nuclear scanning 9% 6% 15%. 58%
e. Computerized tomography(CT) 15% 13% 13%  48%
f. In-house CT technician © 5% T 16% 5% 65%
g Neuroradiology 4% 4% 5% 77%

Page 4
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Execiitive Summary =2

This study involved conducting a review and the development of
-recommendations regardlng Nebraska's EMS function along four spec1ﬁc dimensions.
They included: The administrative structure; Improvmg the mteraoency coordmanon
between clinical levels, which is referred to as a tiered response system; fundmg issues,
methods and adequacy; and finally, whether the Department of Health is the correct state
-agency to support the emergency medical service function and how EMS could bc more
firmly anchored w1thm the Department of Health '

The informational ob]ectlves were accomphshed by gathenno both quantitative
and qualitative data. The methodology included state document review, direct
observation, in-depth directive and non-directive interviews with representatives of EMS
consntuency groups, and interviews with key personnel and document reviews from other -
states. This research resulted in 25 key ﬁndmgs and 16 specific action-oriented
recommendations.

The study found that certain department activities were highly rated while others
rated extremely poorly. The department's fragmented administrative structure may be
one of the underlying reasons that EMS, as a statewide system, has not developed as
rapidly as in other states. Current practices related to interagency coordination between
clinical levels must be changed. Nebraska had the lowest percentage of state funds in the
program and the lowest percentage of its services certified to provide advanced life
support services of comparable states. Viable funding methodologlcs exist and leglslatwe
support for well reasoned statewide EMS initiatives which also support local system
~ development i 1s likely.

Well deire‘loped, fully integrated statewide EMS systems have the ability to
improve access to health care, significantly reduce human suffering, and reduce hospital
stays and their related costs. Despite this, EMS has not been a priority within the Health
* Department. Administrative and legislative changes, coupled with a sound statewide plan
for EMS, are necessary if the EMS system is to meet its full life-saving potential in
Nebraska.

State of Nebraska .
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'M-ethodology o

Fitch & Associates utilized a three phased-process to meet the needs of the
Nebraska Department of Health. The three phases were scoping, data accumulanon and
detailed analysis, and final reporting. ’

_ In the scoping phase of the project Fitch & Associates met with Department Staff
and the Internal Committee to accomplish several tasks. Chief among those tasks were

the listing of known concerns about EMS oversight and the review of applicable internal E

documents, credentialing and administrative procedures, and EMS operations oversight
 functions. Agreement was also reached on a specific and detailed work plan.

Another importarit task in the scoping phase of the project included thé

identification of the appropriate individuals in adjacent states for inclusion in the study as

well as relevant system participants and stakeholders to interview.

The second phase of the project was accurulation and analysis of the applicable
data. This phase was substantively driven by the informational outcome and review

criteria developed in the scoping phase. The analysis included both quanntauve and
qualitative data.

‘The analysis included a review of Department of Health funding, and
quantification of available services and system participant and stakeholder perceptions of

Health Department performance. Thirty-nine in-person and telephone interviews were

. held with Department staff and administration; advisory committee members; state
legislators; professional education organizations; provider organizations; and, adjacent
state oversight organizations. A review of Fitch & Associates’ in-house national data
base was also undertaken to provide supportive conipa:able data.

Based upon the analysm of the accumulated data and findings, recommcndauons
were formulated to address the key objectwes of the project.

State of Nebraska
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Administrative Structure

A. Description of Current situation.

‘The EMS functxons of the Nebraska Department of Health are blfurcated between :

mulnple d1v1sxons Each division Teports 10 a separate Bureau. Each Bureau reports to a
" different Deputy Director who in turn report to the Director of Health. The bureaus
involved in EMS are the Bureau of Examining Boards and the Bureau of Health
k Promotion and Disease Prevention. The separation of responsibilities between bureaus

has been based upon the levels of EMS certification for which they are responsible.

. Bureau of Examining Boards—

The Bureau of Examining Boards, through its Division of Medical and Medical
Support Professmns, and its Division of Investigations and Enforcement is Tesponsible for
certification overszgh: and regulation of advanced life support services (ALS) skilled
personnel.

Persons certified to the EMT-P (Paramedic) and EMT-I (Intermediate) level,
given medical direction and field protocols, are allowed to provide advanced life support
services to patients. Examples of specific skills which are practiced by an ALS certified

" ‘person include defibrillation; airway management; initiation and maintenance of LV.s;
certain drug therapies; and, application of advanced immobilization and shock therapy
" devices.

The Bureau also certifies ALS services, and training entities. These certification
functions are carried out by a staff which is responsible for a myriad of other certified

. service providers and medical personnel in the State. Other certification responsﬂ:nlmes

of the Medical and Medical Support Division include physicians, pharmacists, and
physician assistants.

State of Nebraska
EMS Program Final Report - Page 3 Fitch & Associates, Inc:



_ A staff of three persons, each with other résponsibilities, fill a total of 1.5 full time
equivalent positions in the central office in Lincoln. Collectively, they are responsible for
the regulatory function of advanced life support services in Nebraska.

With regard to the opération of Advanced Life Support organizations, the Bureau

of Examining Boards is advised by, and receives input from, the Board of Advanced

Emergency Medical Care; an advisory board established by statute. The AEMC Board is

comprised of physicians and nurses. It is the largest advisory bqard' in the state which

does not have majority representatiori by those it regulatés. That is, there is insignificant
paramedic representation on the advisory board.

Bureau of Health Promotion arid Disease Prevention—

The Bureau of Health Promotion and Disease Prevention, through the Division of
Emergency Medical Services is responsible for oversight and regulation of basic life
support services (BLS) skilled personnel. Those include first responders, emergency

medical technicians-ambulance (EMT-A) and EMT-automatic defibrillation (EMT-AD).

Legislation was passed which allows for two additional levels of certification for
‘basic life support personnel; EMT-Airway Management (EMT-AM) and, EMT-
Intravenous Line (EMT-IV). Rules have been prepared but have not been approved by

the Attorney General. In addition, clinical protocols as well as the procedures to interface -

the new skills with paramedic and EMT-I ALS skills have not been written.

- The Division of EMS is staffed with central office personnel in Lincoln and seven
regionally based coordinators. There are a total of 14 positions in the EMS Division.

State of Nebraska '
EMS Program Final Report Page 4 Fitch & Associates, Inc.

s



[

B.  Specific Findings.

EMS in Nebraska has been handlcapped by its adlmmstranve structure. Each
individual component has strengths yet the effectweness could be enhanced by making

* signifi cant changes

1. Few advantages are perceived from the functional separation of the
two divisions. -

The key consutuent groups for EMS acnvmes in Nebraska include those agencies
and personnel regulated, consumers/end users, the staff of the department and the
legislature. '

Thirty-four interviews were conducted with designated representatives of these
groups. There was almost universal agreement that the current structure was less than
effective and should be changed. . '

Anecdotal descnpuons of making multiple phone calls to both d1v1s1ons to obtain
the answer to a simple question were common. Interviewees. also commonly cited
confusion associated with two sets of regulauons a_nd the dxf__ficulty of monitoring the
certification of staff members involved in two distinctly different certification processes.

2. Separation of ALS/BLS functions is uncommon among states.

The 1993 Survey of State EMS fuhctions éompletéd by the National Association

_of State EMS Directors, _indicates three states in whxch the core EMS unit ‘shares EMT

licensing or certification responsmlhuas with another state ennty Six statcs indicted they
shared responsibility for licensure or certification: for paramedics.!

Each of the contiguous state EMS Directors interviewed by Fitch & Associates for
this study indicated that separating the licensing function was less than desirable. None
of these Directors interviewec'lr recommended it as a preferred manner to handle the
licensure/certification function.

1 National Association of State EMS Directors. Data provided by Busmess Manager Tom Scottin

correspondence March 7, 1994,

State of Nebraska o :
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3. -Nebraska has fewer ALS services than comparable states.

Interviews were conducted with the state EMS directors in five states in the
region. They included, Iowa, Kansas Missouri, New Mexico, and Wyoming. In each of
these states the percentage of ambulances which operate at the Advanced Life Support
level (either intermediate or paramedic) range from a low of 7.7% in Nebraska to a high
of 84% in Missouri. 2 This information is profiled at Figure 1 below. '

Percentage of Services Operating
at ALS Level

Iowa New Kansas* Nebraska
Mexico :

Missouri Wyoming-

ALS = Intermediate and/or Full Paramedic
*Paramedic Only, No Intermediate Level

2 ALS Providers: Iowa 316, Missouri 192, Wyoming 68. New Mexico 34, Nebraska 28, Kansas 25.

. State of Nebraska
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Officials in Missouri attribute their high nuxﬁber of ALS services to several
factors including permissive legislation which ailows local taxmg dlstncts to support ’
EMS service, and a detailed state EMS plan. 4

_ Towa officials attributed their high number of ALS services to early and wide-
spread involvement in the EMT defibrillation pro_]ect on a state-wide basis. Through this
program of intermediate intervention; communities experiénced positive results and -.
subsequently supported further system development at the local Ievel

4, Development of EMS Rules and Regulatwns in two dmswns are
inconsistent.

The consultants found that the development of rules and regulations .m the two
divisions follows different patterns. ALS rules promulgated through the Division of
Medical and Medical Support Professxons, are articulated clearly in terms of what actions

are to be taken, by whom, and in what fashion. As an example, BOEB Policy I1.6 deals

with credentials processing. The responsitiiities for administration, and process steps for
reinstatement are precise and well defined. There is no ambiguity as to how to proceed. '
The steps are detailed down to how mail clerks and office clerks handle the requests for

credentials processing. - :

However, BLS rules promulgated by the Division of EMS, are less precise. They
allow for ambiguity and interpretation; which may be more effective if the goal is not

~necessarily form or process, but rather results and function. The ambiguity allows for

interpretation of the rule or regulation based on the circumstances. . For example Rule 006
Minimum ‘Maintenance Standards, section 006.04 states * 'maintenance records must be
mamta.med for ambulance and deﬁbn]lators" and rule 006.06 only calls for "calibration

~of defibrillators on an annual basis." Certamly these less than stringent policies, with

minimal detail requirements will allow almost any organization to adhere.

5. Internal communications between DOH divisions is less than effective.

Interviews with division officials and constituents revealed that communications
between divisions need improvement.

State of Nebraska )
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Over 90% of those intervié_w'ed' voiced frustration regarding the difficulties faced

by having to work with,j and meet the requirements of two oversight bodies. The.

confusing nature of not knowing'with whom they are to communicate regarding various
certification, service, and continuing education issues was the most frequently named
dissatisfier. ’

An alarming issue rmsed on an anecdotal basis was the differing mechamsms for
handling personnel and service investigations that crossed the lines of responsibility
between the two divisions. Multiple incidents were related by those inside and outside
the department. They included incidents in which information and records were not
shared between investigators and inveStigations which were significantly impaired due to
the lack of access. Personalityand working relationships, rather than department policy,
were given as the controlling factors on the level of cooperation. Inve'stigétors for both

divisions indicated that they do share information and cooperate when and where

necessary.

The consultants observed that Nebraska is represented by only one of the division
directors at the National Association of State EMS Directors. Based upon information

gleaned from the interviews, the Division of Medical and Medical Support Professions,
staff is not aware of some of the important and dynamic national policy level issues that
are discussed in this forum. This may be attributable to budgetary limitations which have
prevented the staff from traveling and pa.melpang

Examples of the divisions' communications barriers on routine matters were also
experienced by the consulting staff during the project. For example, data collection dates,
which had previously been cleared by both divisions were changed because oné division
previously scheduled an advisory board meeting on the same day. Another examplé

involved the week-long illness of one of the Bureau directors which had been scheduled -

for an interview with the consultant. Despite both divisions directors awareness of the
schedule, no one communicated that the bureau director had been ill and would be
unavailable. While neither incident was significant, they illustrate the difficult
communications issues.

State of Nebraska
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6. Concerns exist reg&'mfé;'}zg the Bureau of Examining Board’s o
Administration of the ALS function. , S

ALS services and centificate holders expect that their designated oversight agency
be 2 full function (programmatic) agency capable of providing leadership, dixccﬁbn and
support. Instead, the 'agenc-:y sees itself (almost solely} as a certification agency. This has
lead to missed expectationé and negative perceptions. o | |

Among the physicians and ALS providers interviewed, there was general
-consensus that the BOEB was difficult to work with. It was described as hard to obtain
straight ahswers and usually véry slow in retui‘ning calls or getting back to providers with
“answers, Néarly unanimously, those interviewed ‘were of the opinion that BOEB staff
with whom they usually communicate on a daily basis were unable to make decisions
regarding ALS issues. |

Specific issues related to the Bureau of Examining Boards included :

Investigations— : _
Elongated time frames necessary to complete an investigation and
resu]_ting ceftiﬁcatipn'actions were a common concern. Some personnel

_ certification reviews/actions were reported to take over 12 months to process.

‘The process was generally described as follows:

Complaint received. _ g
Refereed to Division of Investigation and Enforcement. _
DV/E screening committee decides if complaint merits investigation.
Discussed with member of the AEMC Board. )
Referred to one of five investigators.
. Presented to AEMC Board in closed session.
Formal action may be taken in one of the following manners:
a) Petition Attorney General for a revocation hearing,
b) Temporary suspension of up to 30 days, - :
¢) Assurance of compliance agreement (not a disciplinary action),
d) Written letter of concern,
e) Take no action. -

Nowp WP e

The number of EMS personnel' are small compared to the those
represented by the 23 other professions under the jurisdiction of the division.
LStéff indicated that unless a blatant and immediate threat to patient health and
welfare is detected, EMS investigations are a relatively low priority since five
investigators are responsible for all 24 professions under the agency's jurisdiction.

State of Nebraska . . ’ o
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Lack of leadership, direction, and support— .
During interviews with Fitch & Associates, providers, service
- representatives, and physicians routinely intéracting with the BOEB expressed
frustration at the lack of direction, and leadership provided by staff. Key staff

within the BOEB indicated that the EMS function represented approxunate]y 20- -

25 percent of their responsibility and time commitment.

Physician medical directors interviewed expressed concern that little
support was provided for the continuing education for medical directors of ALS
services. Others indicated that the agency should be taking a lead role in

developing consensus regarding statewide protocols or guldelmes for medical
* control.

Oversight of ALS training entities madequate——

Staff indicate that ALS training institutions entities are certified but that no
follow-up verification or observation of the sites and activities are conducted,
although they are planned in the coming year. Commonly, states which authorize
training entities provide active supervision including independent verification of
instructor - qualifications, curriculum, faculty/student ratios, and equipment
availability.

In states with active supervision, state staff members audit classes and test

on an unscheduled basis. Typically when on-site, state EMS training staff

members offer technical assistance and provide other support rather than solely
performing regulatory/inspection function. -

7. Perceptions regarding EMS Division were mixed.

The'ava.ilability of training, provided directly or facilitated by the EMS division,
was the single most positive aspect noted by all interviewees. Other positive comments
included the regional staff of EMS coordinators, automatic defibrillators, the critical
incident stress debriefing program (CISD) and movement toward modular (intermediate}
skill development for EMTs. The division's responsiveness and willingness to listen to

State of Nebraska
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different perspectives and viewpoints was also a routinely named positive aspect-of the
division. '

» Concerns with the EMS division were also outlined by interviewees. The most
frequent concerns included:

Dissatisfaction over timeliness of regulations—
Second to the fragmentation of ALS and BLS functions, this issue was the

second most often cited dissatisfier among those non-departmental individuals
interviewed.

There was extreme dissatisfaction among legislators and providers that
regulations are not processed in a timely fashion. Several legislators observed that
despite specific language requiﬁng development of regulations within a defined
time_peﬁod, the division has been unable to implement regulations in that fashion.

Reportedly, rules are typically developed in a timely fashion, approved by
the Board of Ambulance Advisors and the Board of Health, but are not processed
by the Attorney General's office in a reasonable time frame.

Internal staff issues and personality issues—

Individuals inside and outside the DOH noted concerns about the divisions
failure to effectively deal with internal staff strife and/or remove those personnel
who were either unwilling or unable to perform the duties now required. One
provider observed: "positions and responsibilities have grown but several of the
mid-level personnel have not."

Others interviewed internally described personality and management style
of key staff as issue of concern. These individuals were unable to relate those -
concerns to specific behaviors instead describing the issue as "ruffling feathers in
a bureaucratic structure."”

Investigation capabilities—
Some health department representatives expressed concern about the
existing capabilities of the EMS division's personnel to conduct investigations.

State of Nebraska o
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Funding, vision and la_ck»ofdirection—-
Despite the generally acknowledged positive feelings for the division,

there was-concern expressed that the division has not created adequate support for -

its mission at the upper levels of the department. This has resulted in a perceived
failure to secure additional funding and management resources necessary to
advance rather than simply maintain the program. . -

8. External legal services a significant barrier.

The staff of both divisions described frustration with obtaining timely legal |

“support. While DOH attorneys have been involved, external review and interactions with

the Attorney General's office are described as a barrier. Other states have dedicated legal |

staff assigned within EMS to advise on certification, hearings, inspection and licensure

matters. They also facilitate external legal relationships, when required. Staff indicated

that recent procedural changes within the Attorney General's office could positively
impact their responsiveness. '

9. Volunteers are generally supportive of innovative system
improvements.

Volunteers are reported to have been historically vocal in opposing increased

standards and the evolving standards of care. Most of these issues related to training time

and the requirement to leave their home communities to obtain continuing education. .-

Volunteers interviewed, and legislators, were-awa.re and supportive of the need to
increase EMS standards to keep pace with increased medical standards.

Based upon interviews with the other state EMS directors, regional staff providing
hands-on technical assistance is a key to volunteer acceptance and support of the
statewide EMS program. The perceived resistance to system enhancements experienced
in Nebraska are uncommon in other states. In fact, according to Wyoming's EMS
Director, the volunteers, as a group, encouriged the state office to increase the continuing
education requirements. _ '

State of Nebraska ’ . : -
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10. Rulemaking delaysnot experienced by other states.

‘The delays in promulgating admjnistra'tive rules and regulations in Nebraska were

Dot common among the five comparable states in the study. The average elapsed time

between statutory changes and the effective date of regulanons in the comparablc states

~ was six months.

11. - EMS issues not clearly identified at the management levels of the
Health Department.

Neither Bureau Director was able to articulate national EMS issues which may

impact EMS. Neither had participated in outside conferences, nor were they able to

describe specific i mput process, or output measures commonly unhzed for EMS program
evaluation.

State of Nebraska ‘ ) L
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C. Recommendations Regarding Administrativé Structure.

1. Restructure/ Reorganize the EMS function.

| Re'sponsibirlity.for programmatic functions for the full spectrum of EMS activities
needs to be optimized within the department. There are multiple options to implement
this recommendation. They include:
¢ Merge all functions currently performed by the three divisions to one EMS
division. ’
* Functional specialization for training, technical assistance, personnel licensure
and service licensure/inspections within different divisions of the DOH.
* Segregate functions along personnel and service regulation dimensions.

* Provide full programmatic control to a single division with the ability and
encouragement to internally contract functions to other divisions.

A discussion of the advantages and disadvantages of the four options follows.

Option One— : -

With this option all functions currently performed by the three divisions (Medlcal )
& Medical Support, Investigations & Enforcement, and EMS) located in two bureaus |
would be perfoﬁned by a single division. From a programmatic perspective there are
several distinct advantages to this approach. They include:

Supports development of a comprehensive EMS plan.
Centralizes both control and accountability.

Flexibility in assigning internal staff (redundancy) to increase efficiency.
Single source for constituent interactions on EMS.

There are several disadvantages to this approach which should also be considered.
They incinde:

« EMS may have an increasingly independent status within the department.

* Does not take full advantage of department expertise and data processing
systems.

» May require duplicitous systems.

Of the states selected by the Department of Health for comparison in this study,
all use this structural model. By far, this model is most common thxoughout the
United States.3 '

3 . . . : . : _ A

National Association of State EMS Directors. Data provided by Business Manager Tom Scott in
correspondence March 7, 1994,
State of Nebraska
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Option Two— o S i

With this approach the department of health would be reorganiz_ed- élong
,fu:nc'tio.nal lines. This would provide for functional rather than ﬁrogramm_atic |
specialization. For éXample, all training oversight for all health professions would be
handled by one group. Technical assistance, perﬁonnel licensure and service
-licensure/inspectioﬁs would be accomplished by different divisions within DOH.
Advantages of this approach include: ' ‘

* Potential opportunities to achieve efficiencies. : , :
* Takes full advantage of the existing functional expertise in department.

* Could reduce number of full-time positions throughout department.

* Easier to manage and adjust department wide priorities and resources.

There» are several distinct disadvantages of this opfion from the EMS program's -
perspective. They include: ’

* Departments organized by function inherently find it more difficult
to focus those functional elements on any one program. Therefore,
the development and implementation of a statewide EMS plan could
be more difficuit. '

-+ Functional approaches can result in low levels of performance and
accountability. '
*  Departmentally, the EMS role may be reduced. R :
*  This approach is more susceptible to multiple priority changes within the
department. ’ '
» Single function staff may not yield the economies of scale desired.

OptiOn Three— : .
With this approach, the EMS functions would be segregated albhg’ personnel and _
-service regulation dimensions. In other words, the licensure function for both ALS
and BLS personnel would be handled by BOEB, while all other regulatory and
‘support functions would be handled by another division. The advantages incluc_lé: -
*  Separating functions along personnel and service dimensions is more

- logical than separation based upon level of care.
» Takes advantage of the existing expertise in BOEB.

Disadvantages of this approach include:
. » Investigatory gray area between what is "service" and "personnel” related.

(e.g. training standards and entities) _ .
* Typically these functions are intertwined in EMS plan development

and implementation. L
* Crossover of multiple divisions making trips throughout state may limit
economies. ' ’ '
State of Nebraska :
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Option Four—

In this approach, the department provides full programmatic control to 2 sxngle
division. This option also provides the division the ability, and encouragement to

internaily contract appropriate support functions to other divisions within DOH or

other departments. There are several unique advantages of this 'approach. They
include: ' ’ ‘ ‘ '

Utilizes the strongest advamages of other opnons
Provides coordinated planning and clear accountability.

-Takes advantage of functional expertise and economies of scale.
Single source for constituent interactions on EMS.

There are several disadvantages which should be evaluated when considering this
~ approach. The include: '

* Requires sophisticated, performance based, internal contracung
agreements which run counter to typxcal state government cultural norms.
* Dependent upon enhanced communications.

* May require duplicating services if contracted entities do not perform well. .

The consultant recommendation is that the State of Nebraska implement option
four. Coordinated planning and clear accountability coupled with flexibility to take
advantage of interdepartmental experuse and systems offers the best potential for
improvement. '

2. Place the responsibility for EMS in a high vxslbdlty .and dynamic
bureau.

EMS will become an increasingly important delivery component over time. This
is particularly true for the most rural and frontier areas of the state. As community

* hospitals close, EMS becomes the only emergency service available. As the heaithcare

_system becomes more integrated and patients move between community/regional centers
and tertiary care centers with greater frequency, enhanced medical transportation
capabilities are necessary.

Interesting developments are occurring in other parts of the nation in which
alternative prevention and delivery approaches' are taking full advantage of the EMS
resource. Pilot programs are underway in New Mexico, Alaska and Florida. Nebraska,
due to its fragmented structure/leadership is not currently well positioned to take
complete advantage of federal funding oppommmes for this aspect of EMS.

LA
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- Strong leadership is central 6 the evolution of a coordinated, well developed EMS
program in Nebraska. In many states EMS is thought of as a "problem" division by many -
career public health officials. Typically, EMS officials are action oriented which reflect
. the emergency nature of the services provrded by entities the state agency serves and

regulates.

During the upcoming discussions about realignment of responsibilities within the
department, consideration should be given to placement of the consolidated EMS
function in a bureau in which EMS will have a high priority.

3. Develop a single EMS council in Nebraska.

A smcrle EMS council with broad representauon should be developed to advise
the Department of Health on matters related to EMS (including trauma) in the State of
Nebraska. A key to developing an integrated system of care and decreasing
administrative redundancy is a reduction in the number of separaté boards.

Concerns about adequacy of input may be addressed through sub-committees and task
force groups used to provide specialized expertise or accomplish specific responsibilities.
Specific concerns about adequacy of input from paramedic personnel or other groups could
be overcome by allocating a designated number of members to be appointed from each
constituency group. State EMS directors contacted by Fitch & Associates agreed that broad

based input would not be compromised using a single board, and may be enhanced by the-
~ more functional structure.

Until the legislature approves such a change, the leadership of both boards should
" meet on a regular basis with the division heads and bureau chiefs. When and where
possible, joint meetings of the boards themselves should be initiated.

4. Develop five year plan with broad based constituent input.

A clear, functional five year plan for the development of a coordinated EMS

system is required. Multiple sub-systems and components must be addressed by such a
plan. ’

State of Nebraska )
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The state EMS plan provides direction to the staff. It helps focus Iegiélative ' >) |
efforts by outlining the importance of goals, objectives and action steps being unc_iertaken.
This can provide an objective measure for accountability. It also serves as a guide and

powerful learning tool for constituent agencies. Bi-annual updates of the state EMS plan
. are recommended '

5. Statutory and regulatory changes to simplify processes are needed.

Many of the changes recommended will require statutery, regulatory and
administrative changes to implement. A single set of legislative authorities and regulations
should be proposed in the next session. Careful attention should be given to develop
adequate support throughout the state prior to introductio_n to ensure its passage.

6. Utilize NHTSA Evaluations for benchmarking EMS program. _

The National Highway Traffic Safetjr Administration offers an évaluation service .
for state EMS programs. This may be a future requirement for federal funding. The
‘NHTSA review should be routinely utilized to provide peer input to the EMS Director b
and independent feedback to the Health Department Director on the progress being made 4
toward a coordinated system. '

e
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Tiered Response System |

A. . Description of the Current Situation.

Tiered. response, as defined in Nebraska, means the smooth transfer of EMS
patients from one level of out-of-hospital care to another. The current response system

has 363 BLS services, of whxch 130 are defibritlator quahﬁed and 28 intermediate or full
paramedlc services.

Recommendations were desired about the feasibility. of implementing a "tiered
response system” in Nebraska.

B. Speclﬁc Fmdmgs.

1. Typical hub and spoke service relatwnshlps are not evident in Nebraska.

In other areas of the country, ambulance service transport relationships often
IMirror hOSpital referral patterns. That is, tertiary care centers have been actively involved
in EMS education, support of ALS program development or the direct provision of ALS
services. In this way, they have .posiﬁoned themselves as a resource to BLS units in
outlying areas. Strong regional relationships have evolved naturally. ' This does not
appear to be the case in Nebraska.

2. Seamless transfer of patients between different agenc:es and levels of
care not evident, .

~ During the consultation, staff, board members and providers related Widesprcad
anecdotal incidents in which BLS services did not utilize higher levels of care despite its
availability. For example, a BLS unit transporting a critical patient from their area to a
hospital in an area with ALS service keeps "their patient,” instead of requesting
assistance, or an "intercept,” denying the patient access to the more appropriaté (higher)
level of care. ’ '

State of Nebraska :
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Providers and physmans interviewed described on-scene altercations bctween
service personnel about who (whsch level provider) was responsible for a partlcular
patient at an incident.

Interviews with other state directors indicated that this situation is extremely
uncommon in their respective states and is not tolerated. Several indicated that if
confronted with such a blatant disregard for the patient's welfare, that they would sanction
both the individuals and services involved under their regulatory authority.

3. Current administrative and regulatory structure exacerbates
operational separation and stifles system development.

The separation of authority between ALS and BLS functions, has been taken to -

extremes in Nebraska and does not serve patients well. The department's ability to
influence even the simplest of issues related to cooperation between different services is
dependent upon the interpretation of multiple sets of regulations, by divisions with clearly
different policy driven agendas and the personalities of the staffs within those divisions.

Central factors responsible for the siow development of a statewide EMS
"system" in Nebraska include: the current administrative structure; the perceived and

actual turf issues that have grown both inside and outside the DOH; and, the lack of

accountability. While the statutory and administrative approach utilized may have been a

political accommodation that made sense at the time of its implementation, it no longer

serves the state.

EMS throughout America has grown and evolved over time. Based on ‘the
availability of advanced life support service and the "tiering issues” it is reasonable to
conclude that EMS in Nebraska has not. It is nearly impossible to develop a cohesive
statewide EMS plan within the current administrative and regulatory structure.

4, Impact of more integrated health systems necessitates EMS system
transformation.

Fundamental changes are occurring in healthcare. Both the unbund}ing of
healthcare services in the 1980s and the integration of the healthcare systems in the 1990s
have increased the demand for EMS and medical transportation. This is expected to

State of Nebraska
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continue. Distance, time and medical service availability issues make the inkér_;gascd
demand particularly troublesome for rural areas.

Meeting the future demand for EMS/medical transportation service with a
statewide EMS system design which was acceptable in the 1970s is problematic. The
"-accelerated cﬁauges in healthcare require the State of Nebraska to act raﬁidly to improve
its statewide approach for EMS.

5. Training is provided rather than being coordinated.

Within the EMS Division training is often provided directl‘y by Division staff
rather than the Division staff coordinating and facilitating the training provided. TIn
essence, the division is largely a provider of service rather than lilanéging the process by
which training occurs. While it has met many BLS services' needs and endeared the
Division to its constituents, this approach has not fully- empowered others to assume the
roles which support evolving system development.

6. Trauma systems development will support a more mtegrated EMS
system. _

The Nebraska Legislature is currently considering a Trauma Systems
Development Act (LB 1263). Typically, comprehenswe trauma system legisiation is a
part of a comprehensive EMS plan and system. While this bill will encourage
development of trauma systems, it may further fragment the DOH's EMS policy if not
fully integrated with existing components. For example, the NARSIS system could
- provide a solid base for the proposed trauma registry instead of developing a duplicitous
non-integrated reporting system such as contemplated by the proposed legislation.

_Often, trauma systems utilize regional designated centers with specified
capabilities. In some states, part of the consideration for state designation of regional
trauma centers includes support of EMS training and system development activities in the

region. This approach to develop regional cohes:veness within the EMS program may
merit consideration.

" State of Nebraska
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C. Recommendations Related to Tiered System.

1, Develop a comprehensive state EMS plan.

" A comprehensive, well reasoned state EMS plan provides many advantages for
the state as outlined at recommendation I.C.4. in a previous section of this report

2, | Place high prwnty in EMS plan on rural health systems development.

Rural system development should have a high priority within the state EMS plan.
It is commonly recognized that it is more difficult to provide ambulance coverage and

appropriate response times, recruit personnel, maintain skills and achieve self funding for
operations, in rural areas. '

Other states are moving to support rural EMS activities. For exampie, New
Mexico has included paramedics in its Health Services Corp Act which offers stipends

and loan forgivenesS for personnel seeking paramedic training who are willing to serve
rural areas.

- The emphasis on rural issues at the federal level may offer several unique funding
opportunities for Nebraska in the coming years. Other large demonstration grants for
~ rural EMS projects have been granted in the past 15-24 months. Nebraska's ability to
successfully compete for these outside resources is predicated on a well developed plan

and demonstrating how the proposed project may improve the health status of affected
individuals. -

3. Explore development of innovative response sjstems Jor rural
commupnities. . _

Alternative system designs incorporating volunteer Quick Response Teams (QRT)
as first responders, supported by regionally based ALS ground and air transportatioﬂ are
becdming increasingly common in rural areas. This optiori can be effectively used as a
bridge mechanism in those communities which find it impossible to meet the evolving
medical standards required for ALS and BLS transport capabilities.

With this approach, for example, when an emergency occurs in a rural
community the local QRT and the region's helicopter both respond. In those rare
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situations in which the helicopter is unavailable due to another assignment, maifitéhance
or weather, the regional ALS ground transport system would be utilized to effect the
transport. Patient movement between facilities would also be accomphshed by the
ground ALS system as a mechanism to enhance the financial viability of the total system.
Interfacility transport would also be supported/accomplished by fixed wing aircraft as
appropriate.

Other innovative options include utilization of EMS personnel to support
improved health prevention and primary care screening in rural areas, the integration of
regionally based hchcopter service as part of the trauma system and creating permissive
legislative authonty to facilitate development of regional ALS transport programs. Each
of these options merit comprehensive operational and financial feasibility studies. That
level of investigation was beyond the scope of this project.

4. Refocus the EMS division's role relative to training.

Reduce the number of training sessions provided directly by EMS Division staff
without reducing the number of currently available training sessions. Use the EMS
Divisions' personnel and resources to develop and support expanded education programs
sponsored by regional hospitals and community colleges.

In other states, regional hospitals have been extremely receptive to implementing
strategies to solidify relationships within their catchment areas. This has included
complete funding of training and regional medical control functions.

Emerging technology is making decentralized training opportunities more cost-
effective. Examples include the "Medical Update™ video series currently utilized by the
EMS division, the "EMSAT" satellite system, and the "LESSon" system computer-based
training software.

5. Link-DOH personnel performance to thé achievement of EMS plan
goals.

Development of a comprehensive EMS plan and its successful implementation
should be a major performance factor for department employees. Some state employees
may believe that basing performance on achieving goals which are largely implemented
at the local level is not reasonable. Other states have found it to be an effective tool. The

State of Nebraska T
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Missouri EMS Director partially attributes the large percentage of services which have
attained ALS status to setting defined targets in the plan and then holding state personnel
-accountable for facmtatmg system development at the Jocal level.
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L o
Funding Issues and Methodology

A, Description of Current Situation.

Current funding for the Nebraska EMS function approximates $1 million per year.-
EMS division general funding is approximately $515,000 coupled with $500,000 in
preventive health block grant funds, including $50,000 earmarked for the NARSIS
system. The Medical and Medical Support Division general funding approximates
$60,000 per year. There isno preventive block grant funds allocated to this division.

The study seeks recommendations to modify funding of EMS in Nebraska at both
the state and local level. : : :

B.  Specific Findings
1. Nebraska relies more heavily upon block grant Junds than do other states.

Based upon the financial information provided by the directors of the five
comparable states, Nebraska uses federal funding sources at a significantly higher rate
than do others.# The exact percentages are profiled at Figure 2.

Percent of State EMS Budget
From Federal Funding

100%-
80%-
60%-
40%:
20%

Nebraska Wyoming Missouri

Mexico -

4 Block Grand Funding for EMS: Nebraska $450,000; Wyoming $120,000; Missouri $250,000;
New Mexico $850,000; Iowa $250,000; and, Kansas $O.
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2. Perceptions exist within DOH that there are more appropriate uses of
block grant funding.

Interviews with DOH staff revealed that there is increasing programmatic demand
in other areas for the preventive health block grant funds. Changing federal and state
health department priorities may reduce the availability of these funds in the future. Each
year, the EMS function is at risk as the percentage designated from grant funds must be
intcrnaliy negotiated.

3. Alternative dedicated funding sources are commonly utilized for
EMS.

More than one-quarter of the states in the country utilize some form of permanent,
or specifically dedicated, source of funding for their state's EMS programs. Common
programs include a surcharge on moving violations, driver' license and motor vehicle

registrations surcharges, court docket fee surcharges, and "sin" taxes. Of these, the
* majority provide some form of funding for local jurisdictions in the form of matching or
direct grants to fund local projects consistent with the state EMS plan for system
development. These programs vary widely.

New Mexico's recently enacted EMS Fund Act offers an example of how such
funding is allocated. This Act provides a recurring appropriation for EMS to be
designated as follows: '

* Seventy-five percent allocated to a local EMS system funding
program for distribution to counties and municipalities. The
distribution is based upon an objective formula calculated from the

- population size of each county and the relative number of runs..
Funds are restricted to non-salary uses. ‘

* Twenty-two percent allocated to EMS system improvement
projects. Those projects include: cooperative system enhancement
projects to be shared by multiple services (e.g. regional radio and
dispatch systems); a matching program for EMS vehicles;
statewide project system; and, other statewide EMS system-
enhancement projects. : '

» Three percent allocated to the EMS bureau for administrative;
technical assistance; and, monitoring costs. :

This funding is in addition to the general funds énnua]ly' appropriated to the
Department of Health for the EMS Bureau. ’

State of Nebraska _
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4. Increased fundmg issues are problematw but the legislature is
generally suppomve of EMS. '

Increasing taxes in the current economic environment is difficult in many states,
and reportedly more so in Nebraska. The state is recognized as fiscally conservative and
-one which jealously guards local autonomy. Not withstanding those factors, the
legislators interviewed indicated they beliéved their colleagues would be inclined to act
favorably on EMS funding issues as part of a comprehensive EMS plan.

Each legislator indicated that a methodology which involves local distribution of
funds would be advantageous to ensuring funding.

5. Fees charged are inconsistent from state to state.

~ Great inconsistencies were noted in the fees charged EMS personnel and services.
Among the states interviewed, the range of professional certification fees charged was $0
to a maximum of $35. Those states charging a certification fee indicated that the fees
were originally designed to cover state processing costs but some now consider it more of
a nuisance than a major revenue source.

Establishing fees for EMS certifications Nebraska has been politically sensitive in
the past. A great percentage of Nebraska's certified personnel are volunteers receiving no
. compensation, paid only a token stipend or expense reimbursement, or receive a modest

-salary. ' '
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C. Recommendations Related to Funding EMS in Nebraska.

1. Dedicated alternative funding options should be investigated.

The state must develop a dedicated, recurring, funding method to ensure the
availability of funds for }ong-'term EMS system enhancement. Any such plan should
recognize local funding needs and share resources, as necessary, to gain local cooperation
in achieving the EMS plan goals. For example, a surcharge of $5.00_ on motor vehicle
registrations would yield approximately 56,656,665. annuaily.5

2. Service and Certification Fees should not be a pnmary source of
programmaac Junding.

Service and certification fees should not be considered a viable source of revenue
to support the EMS function in Nebraska. If the state should elect to require certification
fees, then those fees should be designed to cover reasonable cost of processing the
applications and not as a revenue source for other EMS functions.

3. Provide permissive Ieg:slatwn Jor locallregional funding of ambulance
districts.

In addition to other funding alternatives recommended, the state should develop
legislative rationale enabling multi-jurisdictional entities to form and fund ambulance
districts. Man_y' local jurisdictions are reported to be at their state authorized tax caps and
action by the legislature is required.

This recommended legislation would allow jurisdictions to exceed that cap by an
established figure for the express purpose of funding local EMS programs. This provides
an opportunity for local jurisdictions to join together in developing EMS programs.
Local autonomy is preserved as local units of government, and their constituents, would
be required to approve the actual local tax initiative. -

-5 Based upon an estimate of 1,331,331 vehicles provided in the 1993 vehicle regisuaﬁon summary -

Titles & Registration Section, Nebraska Department of Motor Vehicles.
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) = IV.
Anchor in Health

A. Description of Current Situation.

The EMS function currently is considered a healthcare program. The study seeks
to determine mechanisms to ensure that it remains firmly aﬁchored_as a health program,

N Specific Findings.

1 Among all states, the health department is almost univer&ally the state
agency responsible for EMS. ' .

A review of the agencies in which the EMS function is located revealed only two
states in which it was not administratively écomponentr of the state health department. In
one of those states it is part of the department of public safety. In the other it is a unit of
the department of human resources. In three states the EMS function has independent
agency status. A summary of agency configurations is presentéd at Figure 3.

State Agency Responsible For Emergency Medical Services

Depantment of Human Resources D Department of Health
Depamnent of Public Safery -Independent EMS Agency

State of Nebraska
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2. . EMSis not a high priority within the Nebraska Health Department. -

Perceived imporfance of the EMS function. is commonly evidenced by its
integration into department wide plans/goals and its relative placement in the
organizational structure within the department.

The future agenda for the department was outlined in the second edition of the

document "Nebraska Year 2000 Health Goals and Objectives” published in 1992. |

Critical issues related to the health of Nebraskans and specific recommendations were
outlined in key sections of this document including: N

» Cardiovascular Diseases,
*  Unintentional Deaths,
+ Motor Vehicle Fatalities, and

Access to Healthcare

No reference to EMS/medical transportation could be found in the departmcxit‘s
goals and objectives document. The importance of EMS in addressing each of these areas
has been well documented at the federal level and by other states.

A review of the organizational structures of a number of other states' health
departments was undertaken. Based upon the placement of the EMS function within
those structures, it is reasonable to conclude that EMS has relatively low organizational
status within the Nebraska Health Department.

3. There was no support to move the EMS function from Health.

The health department is clearly seen as the appropriate state agency to be
responsible for the EMS function. Among all those interviewed during the project, there
was not  single individual who expressed a desire, or thought it advisable, to locate EMS
in another department.
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C. Recommendations for providing a strong anchor for EMSin. the
Health Department.

1. - Developa éomprehensive EMS Plan.

Throﬁghoilt this project common themes of reducing fragmentation and the need
for statewide planning were apparent. Many of the issues raised could have been

; obv1ated had a cohesive plan been prepared and used as a rallymg pomt for both -

prov1ders and leglslators

- 2. Increase the status of EMS within the department.

EMS is a critical factor impacting the mortality and morbidity of Nebraskans.

~ The EMS system's function in supporting health goals should become an integral part of

* the department’s goals for improving health status within the state.

The Director of EMS must have direct access, and a clear line of -reportiﬁg, to the

) Director of the D_épartment of Health. EMS is a dynamic healthcare service and EMS

leadership at the state level requires the flexibility and capability to make changes and
adopt protocols without the interference of duplicate levels of government bureaucracy.
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qﬁ“’ Designation: F 1149 - 83

Standard Practice for

Qualifications, Responsibilities, and Authority of Individuals

and Institutions Providing Medical Direction of Emergency

Medical Services’ -

mmamwmwmru&mmwwmm -

designation indicates the year of

ﬁmm«.h&mdmmﬂrdunﬁomkmhmmmﬂmdhﬂWA
superscript epailon (¢} indicates sa editorial change since the last revision or reapprovel. : )

1. Scope

1.1 This practice covers the qualifications, responsibilities,
and authority of individuals and institutions providing
medical direction of emergency medical services.

1.2 This practice addresses the qualifications, authority,
and responsibility of a Medical Director (off-line} and the
relationship of the EMS (Emergency Medical Services)
provider to this individual. '

1.3 This practice also addresses components of on-line
medical direction (direct medical control) including the
qualifications and responsibilities of on-line medical physi-
dans and the relationship of the prehospital provider to
on-line medical direction.

1.4 This practice addresses the relationship of the on-line
medical physician to the off-line Medical Director.

1.5 The authority for control of medical services at the
scene of a medical emergency is addressed in this practice.

1.6 The requirements for a Communication Resource are
also addressed within this practice. '

2. Referenced Documents

2.1 ASTM Standards:

F 1031 Practice for Training the Emergency Medical
Technician (Basic)?

F 1086 Guide for Structures and Responsibilities of Emer-
gency Medical Services Systems Organizations?

3. Terminology

3.1 Description of Terms Specific 10 This Practice

3.1.1 communication resource—an entity responsible for
implementation of direct medical control. (Also known as
medical control resource.)

3.1.2 delegated practice~only physicians are licensed to
practice medicine; prehospital providers must act only under
the medical direction of a physician.

3.1.3 direct. medical control—when a physician or autho-
rzed communication resource personnel, under the direc-
tion of a physician, provides immediate medical direction to
peehospital providers in remote locations. (Also known as
on-line medical direction.) :

3.1.4 emergency medical services system (EMSS)—all

'This peactice is under the jurisdiction of ASTM Comminee F-30 oo
Emerpency Medical Services and i the direct respoasibility of Subcomminee
£30.03 on Ovganization/Management,

Carrent ediition approved Auguat 15, 1993. Published October 1993. Originally
Sublithed as F §149 - 83. Last previous edition F 1149 - 38,

2 Annual Book of ASTM Standards, Vol 13.0%.

components needed to provide comprehensive prehospital
and hospital emergency care including, but not limited to;

Medical Director, transport vehicles, trained personnel, ac.

cess and dispatch, communications, and receiving medical
facilities.
3.1.5 intervener physicians—a licensed M.D. or D.O,

~ having not previously established a doctor/patient relation-

ship with the emergency patient and willing to accept
responsibility for a medical emergency scene, and can
provide proof of a current Medical License,

3.1.6 medical direction—when a physician is identified to

_develop, implement, and evaluate all medical aspects of an -

EMS system. (syn. medical accountability.)

3.1.7 medical director off-line—a physician responsible
for all aspects of an EMS system dealing with provision of
medical care. (Also known as System Medical Director.)

3.1.8 on-line medical physician—a physician immediately

available, when medically appropriate, for communication
of medical direction to non-physician prehospital providers
in remote locations. ,

3.1.9 prehospital provider—all personnel providing emer-
gency medical care in 2 location remote from facilities
capable of providing definitive medical care.

3.1.10 protocols—standards for EMS practice in a variety

of situations within the EMS system.

3.1.11 standing orders—strictly defined written orders for
actions, techniques, or drug administration when communi-
cation has not been established with an on-line physician.

4, Significance and Use:
4.} Implementation of this practice will ensure that the

EMS system has the authority, commensurate with the.

responsibility, to ensure adequate medical direction of all
prehospital providers, as well as personnel and facilities that
meet minimum criteria to implement medical direction of
prehospital services.

4.1.1 The state will develop, recommend, and encourage
use of a plan that would assure the standards outlined in this
document can be implemented as appropriate at the local,
regional, or state level (see Guide F 1086).

4.12 This practice is intended to describe and define
responsibility for medical directions during transfers. It is not
intended to determine the medical or legal, or both, appro-
priateness of transfers under the Consolidated Omnibus

~ Budget Reconciliation Act and other similar federal and/or

67

state laws.

P
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5. Medical Director ‘
5.1 Position—Sysiem Medical Director (Off-line Medical
Director). .. ... . T
5.1.1 Each EMS system shall have an identifiable Medical
Director who, after consultation with others involved -and
interested in the system, is responsible for the development,
implementation, and evaluation of standards for provision of
medical care within the system. ‘ o

" 5.1.1.1 Al prehospital providers (including EMT (Emer-
gency Medica! Technician) basics) shall be medically ac-
countable for their actions and are responsible to the Medical
Director of the EMS agency (local, regional, or state) that
approves their continued participation. o

5.1.1.2 Al prehospital providers, with levels of certifica-
tion above EMT basic, shall be responsible 10 an identifiable
physician who ditects their medical care activity.

“5.1.2 The Medical Director shall be appointed by, and
accountable to, the appropriate EMS agency in accordance
with Guide F1086. - ' K '

* 82 Reguirements of a Medical Director: .

5.2.1 The medica! -aspects (see 5.3) of an emergency
medical service system shall be managed by physicians who
meet the following requirements: :

5.2.1.1 Licensed physician, M.D. or D.O.

' 5.2.1.2 Experience in, and current knowledge of, emer-
gency care of patients who are acutely ill or traumatized.

5.2.1.3 Knowledge of, and access to, Jocal mass casualty -

plans. _ _

5.2.1.4 Familiarity with Communication Resource opera-
tions where applicable, including communication with, and
direction of, prehospital emérgency units. ’

5.2.1.5 Active involvement in the training of prehospital
personnel. ‘ »

5.2.1.6 Active involvement in the medical audit, review,
and critique of medical care provided by prehospital per-
sonnel. -

5.2.1.7 Knowledge of the administrative and legislative
process affecting the local, regional, and/or state prehospital

" EMS system. - :

5.2.1.8 Knowledge of laws and regulations affecting local,
regional, and state EMS. :
5.3 Authority of -a Medical Director Includes but is not
Limited to:
5.3.1 Establishing system-wide medical protocols (in-

,cludgng. standing orders) in gonsultaﬁon with appropriate

specialists, - ,

" 5.3.2 Recommending certification or decertification of
non-physician prehospital personnel to the appropriate certi-
fying agencies. . .

. 5.3.2.1 Every system shall have an appropriate review and

appeals mechanism, when decertification is recommended,
" 10 assure due process in accordance with law and established
-local policies. The Director shall promptly refer the case to
the appeals mechanism for review, if requested.

5.3.3 Requiring education to the level of approved profi-

.ciency for personnel within the EMS system. This includes

all prehospital personnel, EMTs at all levels, prehospital
emergency care nurses, dispatchers, educational coordina-
tors, and physician providers of on-line direction (sec Prac-
tice F 1031}

5.3.4 Suspending a provider from medical care duties for

due cause pending review and evaluation.
5.3..4.1 Because the prehospital provider operates under
the license (delegated practice) or direction of the Medical

Director; the director shall have ultimate authority to allow. . .

the prehospital provider to provide medical care within the
prehospital phase of the EMS system. _ ,

" 5.3.4.2 Whenever a Medical Director makes a decision to
suspend a provider from medical care duties, the process
shall be prescribed by previously established criteria.

-5.3.5 Establishing medical. standards for dispatch proce-
dures to assure that the appropriate EMS response unit(s) are
dispatched to the medical emergency scene when requested,
and the duty to evaluate the patient is fulfilled.

_ 5.3.6 Establishing under what circumstances. non-
transport might occur. _

$.3.6.1 All decisions by prehospital providers regarding
non-transport shall be based on defined protoco! or on-line
communications. : _ '

5.3.6.2 Develop a procedure for record keeping when the
reason for non-transport was the result of a patient’s refusal,
including the appropriate forms and review process.

5.3.7 Establishing under which circumstances a patient
may be transported against his or her will; in accordance
with state law including, procedure, appropriate forms, and
review process. .

5.3.8 Establishing criteria for level of care and type of
transportation to be used in prehospital emergency care (that
is, advanced life support versus basic life support, ground,
air, or specialty unit transportation). :

) 5.3.9 Establishing critena for selection of patient destina-
tion. '

5.3.10 Establishing educational and performance stan-

" dards for Communication Resource personnel.

5.3.11 Establishing operational standards for Communi-

. cation Resource.

5.3.12 Conducting effective system ‘audit and quality
assurance.

5.3.12.1 The Medical Director shall have access to all
relevant EMS records needed to accomplish this task. These
documents shall be considered quality assurance documents
and shall be privileged and confidential information. -

5.3.13 Insuring the availability of educational programs
within the system and that they are consistent with accepted
local medical practice. ' _

5.3.14 May delegate portions of his or her duties to other
qualified individuals.

6. Direct Medical Control (On-Line Medical Direction)

6.1 The Practice of Direct Medlical Control:
6.1.1 On-line medical direction capabilities shall exist and
be available within the EMS system, unless impossible due to

. distance or geographic considerations.

-6.1.1.1 All prehospital providers, above the certification
of EMT basic, shall be assigned to a specific. on-line
communication resource by a predetermined policy. -

6.1.2 Specific local protocols shall exist which define those
circumstances under which on-line medical direction is
6.1:3 On-line medica! direction is the practice of medicine
and all orders to the prehospital provider shall originate from
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or be under the direct supervision and responsibility of a

pbﬁ 1.4 Tbereoemnghospm!shallbemﬁedpnortothe
arrival of each patient transported by the EMS system unless
directed otherwise by local protocol.

6.2 The On-Line Medical Physician:

6.2.1 This physician shall be approved to serve in this
capacity by the system Medical Director (off-line).

6.2.1.1 This physician shall have received education to the
level of proficiency approved by the off-line Medical Di-
rector for proper provision' of on-line medical direction,
including communications equ:pment, opmnon. ang tech-

niques.
6.2.1.2 This physician shall be appmpnau:ly trained in

.prehomnl protocols, familiar with the capabilities of the -

providers, as well as local EMS operational
policies and regional critical care referral protocols. :

6.2.2 This phys:c:an shall have demonstrated knowledge
and expertise in the prehospital care of critically ill and
injured patients.

6.2.3 This physician assumes responsibility for appro-
priate actions of the prehospital provided to the extent that
the on-line physician is involved in patient care direction.

6.2.4 The on-line physician is responsible to the system
Medical Director (off-line) regarding proper implementation
of medical and system protocols.

7. Authority for Control of Medical Semcu at the Scene of
Medi¢al Emergency

7.1 General:

7.1.1 Control of a medical emergency scene shall be the
responsibility of the individual in atténdance who is most
appropriately trained and knowledgeable in providing
prehospital emergency stabilization and transport.

7.1.2 When an advanced life support (ALS) squad, under

medical dlrectlon. is requested and dispatched to the scene of -

an emergency, a doctorlpauent relationship has been estab-
lished between the patient and the physician providing
medical direction. _

7.1.3 The prchosmtal provider is mponsnbic for the
management of the patient and acts as the agent of medical
direction. ,

7.2 Patient’s Private Physician Present: '

7.2.1 When the patient’s private physician is present and
assumes responsibility for the patient’s care, the prehospital
provider should defer to the orders of the private physician if
they do not conflict with established system protocols and
the private physician documents the orders in 2 manner
acceptable to the EMS system.

7.2.2 The Communication Resource shall be contacted
for recordkeeping purposes to notify the on-line medical
physician.

7.2.3 When the medical orders of the private physician
differ from system protocel, Communication Resource shall
be contacted and the private physician placed in communi-
cation with the on-line physician. If the private physician
and the on-line physician are unable 10 agree on treatment,
the private physician must either continue to provide direct

the systems Medical Director or on-line medical direction
any time the private physician is no longer in attendance.

1.3 Intervener Physician Present and Non-Existent On-
Line Medical Direction:

7.3.] When an intervener physician has been satisfactorily
identified as a licensed physician and has expressed his or her
willingness to assume responsibility and document his or her
mwrvenuonmlmannerawcpubletotheloa!emetumy

-medical services system (EMSS), the prehospital peovider
should defer to the orders of the physician on.the scene if

they do not conflict with system protocols.

7.32 If treatment by the intervener physician at the
emergency scene differs from that outlined in a local
protocol,thephysmanshanayeemadvancewasume
responsibility for care, mdudmg accompanying the patient
to the hospital.

7.3.3 lntheeventofamassasua!tymudemorduaster.
patient care needs may require the intervener physman to
remain at the scene. :

" 7.4 Intervener Physician Present and Existeni On-Line
Medical Direction:

~ 74.1 If an intervener physician is present and on-line
medical direction does exist, the on-line physician should be
contacted and the on-line physician is uhimale!y mpdnsib!e_.

7.4.2 The on-line physician has the option of managing -

the case entirely, working with the intervener physician, or
allowing him or her 1o assume responsibility.

7.4.2.1 I there is any disagreement between the inter-
vener physician and the on-line physician, the prehospital
provider should take orders from the on-line physician and
place the intervener physician in contact wnh the on-line
physician.

7.4.3 In the event the intervener physician assumes re-
sponsibility, all orders to the prehospital provider shall be
repeated to the Communication Resource for purposes of
reoordkeemn;

7.4.4 The intervener physman should document hls or
her intervention in a maaner acceptable to the local EMS.

7.4.5 The decision of the intervener physman to accom-
pany the patient to the hospital should be made i in consulta-
tion with the on-line phys:cun

7.5 Nothing in this section implies that the prehospital
provider can be required to deviate from system protocols.

7.6 Air Medical Emergency Medical Service (EMS) Assis-
tance at the Scene of a Medical Emergency (non-mass
casualty):

'7.6.1 Dispatch ofa:rmedzmlEMSasnstanceshouldbe
according to a pre-established state/regional/tocal EMS plae.
Dispatch according to this pre-established EMS plan should

" take into account, for example, the patient’s condition,

response time, proximity of the receiving facility, geograph-
ical ease of access by ground, flight safety, and mechanism of
injury. .

7.6.1.1 The decision to request air medical EMS assis-
tance at the scene of a medical emergency shall be the
responsibility of a qualified individual, identified to assume
such authority by the pre-established state/regional/iocal

_ EMS pian.

patient care and accompany the patient to the hospital, or

defer all remaining care to the on-line physician.
7.2.4 The prehospital provider's responsibility reverts to

69

7.6.2 When the air medical EMS assistance has arrived on
the scene, the following shall apply:

7.6.2.1 There will be an orderly transfer of responsibility

iy
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from the local EMS unit to the air medical EMS unit and its
- medical control authority, according to local protocols.

These protocols should include a method of determining
when air transport is appropriate,

7.6.2.2 Medical direction (on-line/offline) of the local

EMS unit retains responsibility until formally relinquished to
the medical direction {on-line/off-line) of the receiving air
medical EMS unit. 7

7.6.2.3 If there is a physician on-board the air medical
EMS unit, this physician shall- be considered an intervenor
physician, unless on-line medical direction transfers respon.
sibility to the physician. (See 7.3 and 7.4.) '

7.6.2.4 After responsibility has been transferred to the air
medical EMS unit, the Jocal EMS unit should cooperate with

the air medical EMS unit, and/or assist the air medical EMS.

commercial advantages through the use of such transporta- -
tion instructions and hospital assignments.

- 8.2.6 When the Communication Resource is acting as an.
agent for another hospital, the information regarding patient

treatment and expected time of arrival will be relayed to the.
receiving hospital in an accurate and timely fashion.

8.2.7 Communication Resource shall conduct regular
casc conferences involving the on-line - physicians and
prehospital personnel for purposes of problem identification
and provide continuing education to correct any identified
problems. =~ - oo ' :

8.3 If the Communication Resource is located within a

~ hospital facility, the hospital shall meet the requirements
listed in 8.1 and 8.2 and the equipment used for on-line

unit crew as long as they are not required to exceed the levels
of intervention permitted by their certification. - -
7.6.3 Air medical EMS should offer assistance only when

invited or requested, or both, unless no ground unit is

available,

7.6.4 The transport destination for the patient should be
based upon a pre-established EMS plan that considers time
and distance as well as the patient’s medical condition and
the capability of the receiving facility.

7.6.4.1 If no pre-established EMS plan for patient trans-
port exists, the transport should follow the usual transport
pattern of the requesting local EMS unit, unless otherwise
indicated by medical considerations.

8. Requirements for Communication Resource (Medical
Control Resource) '

8.1 Communication Resource shall be designated to par-
ticipate in the EMS system according to 2 plan developed by
a state or regional authority.

8.2 The Communication Resource shall meet the fol-
lowing requirements: :

8.2.1 The Communication Resource shall assure ade-
quate staffing for the communication equipment at all times
by health care personnel who have achieved a2 minimal level
of competence and skill and are approved by the system
Medical Director..

8.2.2 The Communication Resource shall assure that all
requests for medical guidance, assistance, or advice by

prehospital personnel will be promptly accommodated with

an attitude of utmost participation, responsibility, and coop-

eration.

. 82.3 The Communication Resource shall provide assur-
ance that they will cooperate with the EMS system in

collecting and analyzing data necessary to evaluate the

prehospital care program as long as patient confidentiality is

not violated. '

8.2.4 The Communication Resource will consider the-

prehospital provider to be the agent of the on-line physician
when they are in communication, regardless of any other
employee/employer relationship.

8.2.5 The Communication Resource shall assure that the
on-line physician will issue transportation instructions and
hospital assignments based on system protocols and objec-
tive analysis of patient’s needs and facility capability and
proximity. , - '

8.2.5.1 No effort will be made to obtain institutional or

medical direction shall be located within the Emergency
Department. ‘ '

9. Medical Direction During Interfacility Transfers (Non-

Mass Casualty):

9.1 General Principles: ) '

9.1.1 When an emergency patient arrives for initial eval-
uation at a medical facility, that patient becomes the’
responsibility of that facility and its medical staff. This
responsibility continues until the patient is appropriately

i , or until the patient is transferred and the
responsibility is assumed by the personnel of a facility with
equal or greater capability.

9.1.2 Al! transferring personnel should have standing
orders or protocols available for use as appropriate, in the
event of inability 10 communicate with on-line medical
direction.

9.1.3 Patient medical records for any interfacility transfer
shall be the responsibility of the transferring facility.

9.1.4 A patient not receiving treatment, and expected to
remain stable during interfacility transport may, with physi-
cian approval, be transferred by an appropriate medical
transportation provider with personnel certified at the Jevel
of Emergency Medical Technician-Basic, or greater. :

9.1.5 When the patient has a probability of experiencing
complications which cannot be managed within the scope of
practice of non-physician personnel, the transfer shall be
managed by an appropriately trained physician, either on-
line or off-line.

- 9.2 Interfacility Transfers Conducted by the Transferring
Facility: .

9.2.1 When a patient is transferred to another facility, is
receiving treatment, medically unstable, or potentially med-
ically unmstable, it is the responsibility of the transferring

~ facility to_ assure that the medical transport agency has

qualified personnel and transportation equipment to com-

" plete the transfer.

70

~9.2.2 The transferring personnel shall act as the agents of
the transferring facility and the physician approving the
transfer, regardless of any other employer/employee relation-
ship. Communication between the transferring physician,
the prehospital on-line medical direction, and the transfer-
ring personnel is required, with agreement between physi-
cians regarding medical care. (See 7.2.1 and 7.23)

9.2.3 When a patient experiences complications beyond
sttuations addressed in physician written orders, or beyond
of-line protocols, the medical transport provider shouid, if
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possible, contact the transferring facility or the receiving 9.3.2 When the transferring team does not include a
facility for additional orders. Or, if deemed necessary, the physician, the physician from the receiving facility who
EMS on-line medical direction should be contacted for authorizes the transfer is responsible for the patient. The
consultation. - " 70 receiving facility must assure that the medical transport team

9.3 Interfacility transfers conducted by a receiving facility ~ bas qualified personnel and transportation equipment to
when the transferring personnel are agents of the receiving  complete the transport. e

9.3.1 When the transferring personnel includes a physi- 10. Keywords :

cian, the patient becomes the responsibility of the receiving 10.1 acromedical; interfacility; medical oontrol;' medical-
facility as soon as the patient leaves the transferring facility.  direction; on-line/off-line’
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Gﬁidelines for (I;e-diatric Emergéﬁcy Care Facilities™

soEsn

Committee on Pediatric Bmérgency Medicine

Emergency care for life-threatening pediatric ill-
ness and injury requires specialized resources in-
cluding equipment, drugs, trained personnel, and
facilities. The American Medical Association Com-
mission on Emergency Medical Services has pro-
vided guidelines for the categorization of hospital
pediatric emergency facilities that have been en-
dorsed by the American Academy of Pediatrics

" (AAP)Y This document was used as the basis for

these revised guidelines, which define:

1. The desirable characteristics of a system of Emer-
gency Medical Services for Children (EMSC) that
may help achieve a reduction in mortality and
morbidity, including long-term disability.

2. The role of health care facilities in identifying and
organizing the resources necessary to provide the
best possible pediatric emergency care within a
region.

3. An integrated system of facilities that provides
timely access and appropriate levels of care for all
critically ill or injured children.

4. The responsibility of the health care fadility for
support of medical control of pre-hospital activi-
ties and the pediatric emergency care and educa-
tion of pre-hospital providers, nurses, and physi-
cians,

5. The role of pediatric centers in providing out-
reach education and consultation to community

~ facilities.

6. The role of health care facilities for maintaining'

communication with the medical home of the
patient. :

Children have their emergency careneeds metina

_variety of settings, from small community hospitals

to large medical centers. Resources available to these
health care sites vary, and they may not always have

. the necessary equipment, supplies, and trained per-

sonnel required to meet the special needs of pediatric

patients during emergency situations.

Timely, effective pediatric emergency care de-
pends on a network -of pre-hospital and hospital
medical and administrative resources. For a system
of pediatric emergency care to be developed, the
capabilities of the emergency care facility for pediat-
ric treatment must be categorized. Once health care

The recommendations in this statement do not indicate an exclusive course

of treatment or procedure to be followed. Variations, taking inte account
individual circumstances, may be appropriate. :
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facilities are categorized according to their emer-
gency capabilities, 2 network must be developed
within a region that assures access to specialized
care, avoids duplication of services, and assures that
services are available to all infants and children. This
process of categorization and regionalization of pe-
diatric emergency facilities requires the cooperation
of hospitals and emergency medical services (EMS)
systems within a region. ' '
These guidelines are designed to assist health care

facilities within a region to meet the emergency care

needs of children. A framework is offered that inte-
grates the resources of facilities to assure access to
appropriate levels of care, including specialized ser-

vices for children wherever the entry point into the

system.

Many children access emergency care at commu-
nity hospitals that must take responsibility for the
triage and stabilization of critically ill or injured pe-
diatric patients. Most hospitals provide basic pediat-
ric emergency services. However, a system that as-
sures comprehensive care is often not available. The
development of a regionalized cooperative network
of EMS-EMSC allows rural and community hospitals
access to a system that assures integration with more
specialized facilities. -

Each state, region, or local area has different ad-
ministrative structures and organizations responsi-
ble for the administration of an EMS-EMSC system.
Each hospital within the system is a component of
EMSC. Pre-hospital care is often not the direct re-
sponsibility of a health care facility, but each facility
must support and cooperate with their pre-hospital
system to assure a functioning pediatric emergency
care network. This cooperation may include assisting
pre-hospital care providers and services with educa-
tion, training, and consultation. Every health care

_ fadility that is a component of EMSC has a responsi- -

bility to accept appropriate patients, provide pre-
hospital guidance when necessary, stabilize pediatric
emergencies, and, when appropriate, transport pa-
tients to a definitive care facility. '

Small community facilities (such as standby or
basic) within an EMS-EMSC system are responsibie
for accepting critically ill and/or injured children
who do not have immediate access to definitive care
resources because of geographical restrictions, and
they must have the equipment and skilled personnel
necessary o recognize, stabilize, and support the
timely transport of pediatric patients to a prear-
ranged definitive care resource. -



“TABLE 1.

Resources Necessary for the Optimal Care of the Injured Child

Regional Pediatric Trauma Center

Trauma Center With Pediatric
Commitment

E* Pediatric Surgeon
General Surgeon

Children’s hospital or general hospital
with a separate pediatric department

Pediatric emergency department with
appropriate personnel, equipment,
and facilities

- Hospital

Pediatric Intensive Care Unit (ICU) with Icy
pediatric surgery and other surgical, medical,
and nursing personnel and equipment needed
to care for the injured child

Pediatric trauma service organized and-
run by a pediatric surgeon

1. Pediatric Surgeon

2. Pediatric Orthopaedist

3. Pediatric Neurosurgeon

4. Pediatric Anesthesiologist

5. Pediatric Intensivist

6. Pediatric Emergency Physicians

7. Pediatric Radiologists

8. Other Pediatric Surgical Specialists

9, Other Medical Pediatric Specialists

10. Pediatric Trauma Coordinator

1. Pediatric Trauma Nurse

Trauma Team

Emergency Depaftmem

Trauma Service

D
Et
General hospital with an organized
pediatric service
Pediatric capabilities in an
emergency department equipped
and staffed by personne} trained
to care for pediatric trauma victims
ICU with personnel and equipment
appropriate for care of the injured child

Pediatric trauma program administered
by a surgeont
1. Pediatric Surgeon (D)
" 2. General Surgeon
3. Orthopaedist
4. Neurosurgeon
5. Surgical Critical Care Specialists
6. Emergency Physician
7. Radiologists
8. Trauma Coordinator
9. Pediatric-trained Trauma Nurses

. E : Pediatric Trauma Quality Improvement E
E Psychosocial Services D
E Rehabilitation D

Source: Resonrces for Optimal Care of the Injured Patient, American College of Surgeons Committee on Trauma.?

Abbreviations: E, essential; D, desirable.

*A iatric surgeon credentialed in trauma care will be prompt
B promp

ly available. This responsible pediatric éurgeon will be present in the

operating room for any and all operative procedures. A general surgical resident at a minimum PGY4 level may initiate resuscitative care

until the attending pediatric surgeon arrives.

+ The trauma surgeon available for pediatric trauma care must have special interest in and commitment to care of the injured child. This
should be demonstrated by documented continuing medical education.

Between the small community hospital and the
comprehensive regional pediatric center (CRPC) are
a number of hospitals that have the capability of
providing some, but not all, of the resources needed
for-definitive care of critical pediatric emergencies.

~The goals are provided here for such hospitals to

facilitate the implementation of a regionalized EMS-

EMSC system and assist in organizing a network of
pediatric emergency care.

The CRPC has the most available resources and
must have a major role in organizing and imple-
menting a regional EMSC system. The CRPC must
provide pediatric consultation and support as
needed to hospitals and EMS agencies within the
region, including systems development, transport,

quality review, education, research, and data -

maintenance.
- Because areas will exist where access to a CRPC is
impeded by geographical or political boundaries,
physicians and health planners in all regions must
review the capabilities of their institutions, iden-
tify areas of concern, and seek solutions either by
developing the requisite resources or by identify-
ing resource centers that will accept their patients.
A comprehensive approach is necessary with clear
expectations that high acuity patients will be trans-
ferred to an appropriate CRPC to prevent avoid-
able morbidity and mortality.>® For example, com-
prehensive pediatric trauma centers meeting the
requirements of a CRPC can provide the major

trauma pediatric patient access to specialized pe-
diatric care including surgery, critical care, and
pediatric medical and surgical subspecialties. Such

centers afford this subset of pediatric patients the -

best opportunity for maximum functional recov-
ery. Trauma care for children may not be equiva-
lent between adult and pediatric trauma centers
even though mortality statistics may be similar.
Trauma centers that do not meet these pediatric

guidelines for a CRPC should, when possible, di- -

vert high acuity pediatric patients to a CRPC. In
areas where an adult center must assume respon-
sibility for the initial care of children, clear guide-

lines must be in place for the transfer of critical.

patients to a regional center for pediatric trauma
and critical care.’ Circumstances may dictate that
adult trauma centers with a commitment to chil-
dren provide definitive care for children. Studies
of treatment outcome should be in place to assure
that the standard of care is equivalent to that of a
CRPC. Table 1 contains program qualifications for
pediatric trauma care as defined by the American
College of Surgeons for comparison.

These guidelines are designed to assist hospitals in
defining their pediatric emergency capabilities and
are intended to assist communities in reducing mor-
bidity, mortality, and disability. The six areas of
emergency care for review inciude: 1) facilities;
2) personnel; 3) equipment and supplies; 4) access,
triage, transfer, and transport; 5) education, training,
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research, and quality assessment; and 6) administra-
tive support and hospital commitment.

PEDIATRIC EMERGENCY CARE FACILITY
CAPABILITIES

- Standby Pediatric Emergency Facility =
A standby pediatric emergency service is:

* Capable of identifying critically ill or injured or
potentially critically ill or injured patients.

+ Capable of stabilizing the pediatric patient, includ-
ing the management of airway, breathing, and
circulation.

* Responsible for assuring timely access to a defin-
itive care facility.

* Staffed by a registered nurse (RN) or physician’s
assistant who works under the direct supervision
of a physician with pediatric experience. Supervi-
sion may be by protocols, standing orders, and/or
telephone access, but the physician must be
promptly available to respond to emergencies.

Basic Pediatric Emergency Facility
A basic facility in a system:

* Provides appropriate identification, stabilization,

~ and transport as described for the standby facility.

* Has a physician in-house 24 hours a day, 7 days a
week for emergency care:

* Has limited ward capabilities for the management
of minor pediatric inpatient problems.

* Is willing to accept the transfer of appropriate
pediatric patients from a standby facility when no
facility with more comprehensive capabilities is
available within a region.

General Pediatric Emergency Facility
A general facility in a system:

* Has a defined separate pediatric inpatient service.

* Has a department of pediatrics within the medical

staff structure.

- * Accepts referrals of appropriate pediatric patients
from standby and basic hospitals as a part of pre-

arranged triage, transfer, and transport agree-

ments. ' B :

Comprehensive Regional Pediatric Center (CRPC)
“The regional center:

* Is capable of providing comprehensive specialized
pediatric medical and surgical care to all acutely ilt
and injured children, or in special circumstances
providing safe and timely transfer of children to
other resources for specialized care.

* Is responsible for serving as a regional referral center
for the specialized care of pediatric patients.

* Actively supports systems development, includ-
in

1. assistance and support of education for pre-
hospital personnel. T

2. education and training for all levels of hospital-
based health care providers.

3. provision of transport services or assurance that
appropriate transport services are available for
the transfer of critically ill or injured pediatric
patients. .

4. provision of comprehensive pediatric subspe-
cialty medical and surgical copsultation to health
care facilities and providers within a region.

5. a commitment to research, systems develop-
ment, quality assessment and improvement,

- data collection and analysis, and injury preven-
tion. :

6. assurance of available rehabilitation services for
children.

Emergency staff in all facilities must be able to
provide information on patient encounters to the
patient’s medical home. This may be through tele-
phone contact with the primary care provider at
the time of encounter, faxing or mailing the med-
ical record, or providing patients with a copy of
the medical record to bring to their physician,
Follow-up visits should be arranged or recom-
mended with the primary care provider whenever
necessary.

Table 2 provides a summary of the guidelines for
emergency care facilities for each level of pediatric
health care. Personnel, equipment, and issues that
are essential at each level are described as either
being essential in the emergency department
(EED), essential within the hospital (EH), or
promptly available (EP). An optional but strongly
encouraged category (SE) is used to describe per-
sonnel, activities, or issues that- may be essential to
network a comprehensive regionalized EMS-
EMSC system in rural areas. Although these are
not generally required of a specific hospital, they .
are strongly encouraged if such services are not
available within a reasonable distance. Specialist
consultants should be board certified or board pre-
pared and actively seeking certification in disci-
plines in which a specialty exists. A CRPC should
be staffed with specialist consultants with pediat-
ric subspecialty training. The following narrative is

“provided to clarify issues that are difficult to in-

clude in a table form. Issues highlighted by an
asterisk in the table are explained in the text:

GUIDELINES FOR A STANDBY PEDIATRIC
EMERGENCY FACILITY

Personnel

At least one RN or physician’s assistant must be
physically present 24 hours per day, 7 days per week,
and capable of recognizing and managing shock and
respiratory failure and stabilizing pediatric trauma
patients, including early recognition and stabiliza-
tion of problems that may lead to shock and respi-
ratory failure. Successful completion of courses such
as the American Heart Association Pediatric Ad-
vanced Life Support (PALS) or the Emergency
Nurses Association Emergency Nursing Pediatric
Course (ENPC) can be utilized to demonstrate this
clinical capability.

An on-call physician must be promptly available .
and provide supervision and direction for the in-
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TABLE 2. Guidelines for Emeréenq,r Pediatric Care Facililies

Facility Levels

CRPC General Basic Standby

Personnel :

Physician with pediatric emergency care experience® - EED EED EED EP

RN with pediatric training™: . o EED EED EED ‘EED

Respiratory therapist : EH EH EH

Trauma coordinator E E
Nurse educator E E
Trauma team® E E SE

Specialist consultants® i -

" Pediatrics EH EP EP SE
Radiology EP EP EP SE
Anesthesiology™ EH EH EP SE
Cardiology EP
Critical Care EH EP -

Nephrology EP
Hematology/oncology EP
Endocrinology EP
Gastroenterology EP
 Allergy EP.
Neurology EP
Pulmonology EP
Psychiatry EP
Infectious Disease EP
Surgical specialists® - .
General surgeon EH EP SE
Pediatric surgeon EH SE
Neurosurgery EP EP :
Orthopedics” EP EP - EP
Otolaryngology EP
Urology EP
Plastic surgery EP
Oral/maxillofacial EP
Gynecology EP
Microvascular surgery EP
Hand surgery : EP
Ophthalmology EP
Cardiac surgery EP
Equipment and Supplies
EMS communication equipment® E E E E
Organized emergency cart* EED EED EED EED
Printed drug doses/tape EED EED EED . EED
Monitering devices
ECG monitor/defibrillator with pediatric paddles 0-400 joules and hard EED EED EH EH
copy capabilities 8
Pulse oximeter {adult/pediatric probes) EED EED EH - EH -
Blood pressure cuffs (infant, child, adult, thigh) EED EED EED ‘EED
Rectal thermometer probe {28°-42°C) EED EED EH EH
Otoscope, ophthalmoscope, stethoscope EED EED EED EED
Cardiopulmonary monitor with pediatric capability ’ EED EED EED EH
Doap;ff;e)r and noninvasive blood pressure monitoring (infant, child, adult EED EED EH
Apnea/respiratory monitor EED EED SE
End tidal CO,, monitor EED EH SE
Monitor for central venous pressure, arterial lines EED EH SE
Airway control/ventilation equipment . )
Bag-valve-mask device: pediatric (450 mL), and adult {1000 ml) with oxygen EED EED EED EED
reservoir and without pop-off valve. Infant, child, and aduit masks
Oxygen delivery device with flow meter EED EED EED EED
Clear o;(ygen masks, standard and non-rebreathing (neonatal, infant, child, EED EED EED EED
adult] '
Nasal cannula (infant, child, adult)- - EED EED EED . EED
Suction devices—catheters 6-14 fr, yankauer-tip EED EED EED EED
Oral airways (sizes 0-5) EED EED EED EED

Abbreviations: E, essential; EED, essential in emergency department (ED);

definition.

EH, essential in hospital; EP, promptly available (within 20-30
min when possible); SE, strongly encouraged if such services are not ‘available within a reasonable distance. *, See text for further
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TABLE 2. Continued

Facility Levels
CRPC General Basic Standby
Nasal airways (infant, child, adult) = . EED EED “EED EED
Nasogastric tubes (sizes 6-16 fr) EED EED EED EED
Laryngoscope handle and blades: ’
- curved 2,3 : EED EED EED EED
- straight or Miller 0,1,23 EED - EED EED EED
Endotracheal tubes:
- uncuffed (2.5-5.5} EED EED EED EED
- cuffed (6.0-9.0) EED EED EED EED
Stylets for endotracheal tubes {pediatric, adult) EED EED EED EED
Lubricant, water soluble EED EED - EED EED
Magill forceps (pediatric, adult) EED EED EED EED
Tracheostomy tubes (shiley sizes 0-6) EED EH EH
Oxygen blender ' EED EED EED EED
Pediatric endoscopes and bronchoscopes available EH - EH ’
Pediatric ventilators EH EH
Vascular access supplies
Arm boards (infant, child, and adult sizes) EED EED EED EED
Butterflies (19-25 gauge) EED EED EED EED
Catheters for intravenous lines (16-24 gauge} EED EED EED EED
Needles (18-27 gauge) EED EED EED EED
Intraosseous needles EED EED "EED EED
Umbilical vessel catheters (3,5 fr) EED EED EED EED
IV administration sets and extension tubing with calibrated chambers EED EED EED EED
Extension tubing, stopcocks, T-connectors EED EED EED EED
Infusion device with the ability to regulate rate and volume of infusate EED EED EED EED
Isotonic balanced salt solution and D; 0.5 normal saline EED EED EED EED
Central venous access utilizing Seldinger technique (4-7 fr) EED EED EED
IV fluid/blood warmer EED EED EH
Blood gas kit EED EED EH
Rapid infusion pumps and fluid warmers EED EED SE
Specialized pediatric trays
Lumbar puncture EED EED EED EH
Urinary catheterization: Foley 8-14 fr EED EED EED .EH
Newborn kit/obstetric pack EED EED EED EED
Venous cutdown EED EED EH EH
Umbilical vessel cannulation EED EED EH EH
Thoracostomy tray with chest tube sizes 10-28 fr EED EED SE
Peritoneal lavage tray EED EED SE
Needle cricothyroidotomy set EED EED EED
Intracranial pressure monitor tray EED SE ]
Subdural tray EED SE SE
Tracheostomy tray EED EED SE
Fracture management devices ]
Cervical immobilization equipment suitable for pediatric patients EED EED EED EED
Spine board (child/adult) EED EED EED * EED
Extremity splints EED EED EED EED
Femur splint; child, adult EED EED EED - EED
Medications-unit dose, prepackaged
Activated charcoal EED EED EED EED
Adenosine EED EED EED- EED
Atropine EED EED EED EED
Beta-agonist for inhalation EED EED EED EED
Bretylium EED EED - EH
Calcium chloride EED EED EED EED
Corticosteroids (dexamethasone, methylpredmsolone) EED EED EED EED
Cyanide kit and pediatric doses EED EED EED ,
Dextrose~25% and 50% EED EED EED EED
Digitalis antibody EH EH EH |
Diphenhydramine EED EED EED EED
Dobutamine EED EED EH
Dopamine EED EED EH
Epinephrine (1:1000, 1:10 000) EED EED EED EED
Factor Vi1, IX concentrates, DDAVP EH EH ."EH
Flumazenil EH EH EH EH
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TAELE 2. Continued

Facility Levels
: CRPC ~ General Basic Standby
Furosemide - EED EED EED EED
Glucagon : . : EED EED EED
Insulin T o ' ""EH EH EH '
Ipecac : EED EED EED EED
Kayexalate . EH EH EH
Ketamine ’ EED EH EH '
Lidocaine-1% . ’ EED EED . EED EED
Mannitol-20% " EED EED EED EED -
Methylene biue EH EH EH EH
N-acetyl cysteine- ' EH EH EH
Naloxone EED EED EED _EED
Potassium chloride : o EED EED EED
Prostaglandin E, : ) EH EH - i
Sodium bicarbonate 7.5% and 42% - EED EED EED EED
" Succinylcholine EED EED EH
Thiopental EED EH EH
Whole bowel irrigation solution EH. EH EH
Prug classes )
Analgesics o EED EED EH EH .
Antibiotics _ EED EED EED EED
Anticonvulsants EED EED EED EED
Antihypertensive agents EED EED EH EH
Antipyretics EED EED EED EED
Chelating agents for heavy metal poisonings : EH EH EH
Nondepolarizing neuromuscular blocking agents EED EED EED
Miscellaneous ’ e :
Resuscitation board EED EED EED EED
Infant scale EED EED EED EED
Heating source (for mfant warming) EED EED EED EED
Precalculated drug sheets or length-based tape EED  EED EED EED
Pediatric restraint equipment (to use for painful or difficult procedures) EED EED” EED : ‘;%
Portable radiography ) EED EH EH ;3
Slit lamp EH EH EH .
Pacemaker capability (ie, témporary transcutaneous and transvenous EH EH
pacemaker with pediatric capability) . ’
Thermal control for patient and/or resuscitation room EED EED EED
Facilities
Emergency Area
Open 24 hours per day E E E E
Well-lighted emergency entrance with ambulance access E E E E
Separate pediatric resuscitation area E E
Separate pediatric E
Access to helicopter landing site E E E E
Hospital support services ‘ .
Pediatric ward for inpatient care E E
Pediatric intensive care unit (AAP/SCCM standards)* C
Level I E
Level Il E
Child abuse team EP EP
Child life support EH
Operating room staffed 24 hours per day E E SE
Anesthesia and surgical suite promptly available E E SE
Laboratory services -
Hematology _E - E E E
Chemis E E E E
Microbiology E E E SE
Microcapabilities E E
Blood bank E E SE
Drug levels/toxicology E SE SE
Blood gases E E E
Radiology services {on-call)
Routine services 24 hours per day . E E E E
Computed tomography scan 24 hours per day E E - SE ‘}
Ultrasound 24 hours  per day E E SE .
Magnetic resonance imaging availability /transfer E E
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TABLE 2. - Continued

" Facility Levels
General Basic Standby

Nuclear medicine
Fluoroscopy/contrast studies 24 hours per day ..
Angiography 24 hours per day
Echocardiography
Electroencephalography
Access to
Regional poison control center
Hemodialysis capability /transfer agreement
Rehabilitation medicine/transfer agreement

Acute spinal cord injury managerment capability/transfer agreement
Hyperbaric oxygen chamber availability /transfer agreement when

appropriate

Access, Triage, Transfer, and Transport
Support of medical control®
Accept call-ahead ambulance mformahon
Transfer agreements for:

In-patient pediatric care

ICU pedialric care

Maior trauma care

Burn care

Hemodialysis

Spinal injury care

Rehabilitation care

Accept all critically jll patients from lower-level hospitals within a reglon

Access to transport services appropriate for pediatrics
Provide 24-hour consultation to lower-level facilities
Consultation agreements with CRPC
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SE

E E
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Education, Training, Research, and Quality Assessment and Improvement®

Education and Training
Public education, injury prevenhon ’
Assure staff training in resuscitation and stabllxzahon
Assist with pre-hospital education

Network educational resources for training all levels of health professionals

Research

mmmm

SE SE  SE
SE :

Support state EMSC and CRPC research efforts and data collection _E ~E E E

Participate in and /or maintain trauma registry
Organized research program

Qual:ty Assessment and Improvement

Structured QA/QI program with indicators and penochc review
Participate in regional quahty review by CRPC and/or local EMS authority

Admmxstnhve Support and Hosp:tal Commitment*

Make available clinical resources for training pre-hospml personnel

Assure properly trained ED staff
Assure availability of all necessary

equipment/supplies/protocols/agreements/policies
Provide emergency care and stabilization for all pediatri

pediatric care

Participate in networking pedlatnc emergency care within a region

Assure transport services and agreements are available
Assure resources available for data collection
Assure availability of:

Social services

Child abuse support services

Child life support :

On-line pre-hospital control

Respiratory care

Child development services

c patients
Support networking education/training for all health care professionals
Assure appropriate medical control and input to ED management and

m
2]
2

mm
i
(1]

trtm
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Abbreviations: RN, registered nurse; EMS, emergency medical services; ECG, electrocardiogram; CO,, carbon dlmude, IV, intravenous;
ED, emergency department; AAP, American Academy of Pediatrics; SCCM, Society of Critical Care Medidine; ICU, mten&ve care unit;
CRPC, comprehensive regional pediatric center; EMSC, emergency medical services for children.

house nursing staff. The physician must be compe-
tent in the care of pediatric emergencies mcludmg
the recognition and management of shock and respi-
ratory failure, the stabilization of pediatric trauma

(-5 ]

patients, advanced airway skills (mtubahon, need}e
thoracostomy), vascular access skills (including in-
traosseous needie insertion), and be able to perform.
a thorough screening neurologic assessment and to
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interpret physical signs and laboratory values in an
age-appropriate manner. Successful completion of
courses such as PALS and the American Academy of
Pediatrics and American College of Emergency Phy-

sician’s Advanced Pediatric Life Support (APLS) can’

be utilized to demonstrate this clinical capability.

An on-call system is necessary for access to physi-
cians who have advanced airway and vascular access
skills as well as for general surgery and pediatric
specialty consultation. There should be one addi-
tional call-in RN available for emergencies.

Equipment and Supplies

Equipment for communication with EMS is essen-
tial if there is no higher-level facility capable of re-
ceiving ambulances or there are no resources for
providing medical control to the pre-hospital system.

An emergency cart or other system to organize sup-
plies including resuscitation equipment, drugs, printed
pediatric drug doses, and pediatric reference materials
must be readily available. Equipment, supplies, trays,

and medications should be easily accessible, labeled,

and logically organized. Antidotes necessary for a spe-
dific geographic area should be determined through
consultation with a poison control center.

Facilities
See Table 2.

Access, Triage, Transfer, and Transport :

A standby facility needs to be capable of providin
resuscitation, stabilization, and timely triage for all pe-
diatric patients, and, when appropriate, transfer of pa-
tients to a higher-level facility. Necessary triage and
transfer agreements depend on available community
resources and are listed in Table 2. A standby facility is
responsible for having appropriate transfer agreements
to assure that all pediatric patients receive timely emer-
gency care at the most appropriate pediatric fadility
available to a specific region. This facility must be
linked with a CRPC for pediatric consultation.

Education, Training, Research, and Quality Assessment
~ and Improvement

A standby fadlity must:

» Provide public education regarding access to pe-
diatric emergency care.

* Provide patient data and information in support of
;egional and state EMS-EMSC data collection ef-

orts.

» Organize a structured quality assurance and im-
provement program that reviews the following
issues and indicators:

1) pediatric deaths.

2) incident reports.

3) transfers.

4) child abuse cases. )

5) cardiopulmonary or respiratory arrests.

6) admissions within 48 hours of an emergency
department (ED) visit. '

7) surgery after being discharged from an ED
within 48 hours.

. 8) quality indicators requestéd by the CRPC or

state/local EMSC authority regarding nursing
care, physician care, pre-hospital care, and the
medical direction for pre-hospital providers of
EMS systems.

Administrative Support and Hespital Commitment

A standby facility must have the hospital admin-
istrative support to:

e Assure that properly trained and adequate per-
sonnel provide the emergency services expected at
that level of facility.

e Assure that financial resources are available to
provide the ED with the equipment necessary for
the level of facility as described in these guide-
lines. ‘

e Assure that facilities are designed for easy access

and are appropriate for the care of pediatric pa-
tients as described in these guidelines. .

¢ Provide access to emergency care for all urgent
and emergent pediatric patients. .

» Participate in developing a network of pediatric
emergency care within a region by linking the
facility with a regional referral center to: _

1) guarantee transfer and transport agreements.
2) refer serious and critically ill patients and spe-
cial problem patients to an appropriate facility.

e Work collaboratively with the regional EMS-
EMSC authority to support educational programs
for pre-hospital personnel, nurses, and physicians.

o Work collaboratively with the CRPC and regional
EMS-EMSC authority to assure that the data col-

~ lection and quality indicators established by the
state/local EMS-EMSC agency are monitored and
available.

e Assure linkage with pre-hospital care and trans-

port.

Assure that the ED has a:

1) medical director:

2) physician coordinator for pediatric emergency
care with experience as defined in the Person-
nel section of the guidelines for a standby pe-
diatric emergency facility. - '

3) Nursing coordinator for pediatric emergency
care.

« Establish policies, procedures, or protocols for pe-
diatric emergency patients to include:

1) medical triage. . o

2) general assessment.

3) safety. :

4) child abuse and neglect.

5) consent.

6) transfers. 7

7) do-not-resuscitate orders. ;

8) death in the ED (including sudden infant
death syndrome) and the care of the grieving
family. ' ) :

9) conscious sedation.

GUIDELINES FOR A BASIC PEDIATRIC
EMERGENCY FACILITY
Guidelines include all of the activities and issues

described under standby facilities in addition to the
following:

S
X
)i
7
L




Personnel ) ‘
A basic pediatric facility requires the presence of

_an emergency physician in-house 24 hours per day, 7

days per week. A pediatrician, general stirgeon with
trauma experience, anesthesiologist, and radiologist
must be promptly available 24 hours per day.

- Equipment and Supplies

‘See Table 2.
Facilities
See Table 2.

Access, Triage, Transfer, aﬁd Trénsport
A basic facility must support standby facilities

_within a region when necessary by having triage and
“transfer agreements to receive appropriate patients
-as a part of a regional pediatric care network.

"Education, Tréining, Research, and Quality Assessment

and Improvement
A basic facility must:

» Participate in a network of public education that
addresses:
1) access to pediatric emergency care.
2) injury prevention. '
3) first aid and cardiopulmonary resuscitation.
+ Organize a quality assurance and. improvement
~ program that reviews the issues described under
the standby facilities in addition to:
1) a review of pediatric transports to and from the
- facility. :
2) areview of pediatric inpatient illness and injury
outcome data.

Administrative Support and Hospital Commitment

A basic facility must provide administrative sup-
port to: . '

* o Assure that proper}y trained and adequate per-

sonnel provide the emergency services expected at
that level of facility.

"o Assure that financial resources are available to

provide the ED with the equipment necessary for
Itf\: level of facility as" described in these guide-
es.

* Assure that facilities are designed for easy access
and are appropriate for the care of pediatric pa-
tients as described in these guidelines.

* Provide access to emergency care for all urgent
and emergent pediatric patients regardless of fi-
nancial status. -

» Participate in develo;iing a network of pediatric

emergency care within a region by linking the

facility with a regional referral center to:

1) guarantee transfer and transport agréements.
2) refer serious and critically ill patients and spe-
cial problem patients to an appropriate facility.
3) assure the support of agreements to receive
appropriate patients from lower-level facilities.
Assure that the necessary education and training
are available for health care staff as described in

these guidelines. . : N

» Work collaboratively with the EMS-EMSC system
to provide education to pre-hospital personnel,
nurses,-and physicians. . )

*» Actively participate in data collection to assure
that the quality indicators established by the re-
gional resource center are monitored, and make
data available to the regional resource centér or a
central data monitoring agency.

¢ Assure the facility is linked with pre-hospital care

" and transport. ' -

s Provide access to social services and child abuse

support services.

GUIDELINES FOR A GENERAL PEDIATRIC
EMERGENCY FACILITY

For large metropolitan or regional hospitals with
significant pediatric patient volumes, a separate pe-
diatric emergency area is strongly recommended.
This area should be staffed by pediatricians or emer-
gency physicians who are committed to pediatric
emergency care.

Guidelines include all activities and issues under
the basic facilities in addition to the following:

Personnel

- Physician Coverage ' ' - '

Pediatricians or emergency physicians with the
skills, knowledge, and commitment to care for
critically ill or injured children are present in the
ED 24 hours per day (pediatric emergency physi-
cian, pediatrician, or emergency physician).

Pediatric Trauma Team ' :

* A pediatrician, emergency physidan, or pediatric
emergency physician. )

+ A trauma surgeon with pediatric trauma experi-
ence and training. L

* Three RNs with emergency, critical care, pediatric,
or surgical experience. ,

* A neurosurgeon who is promptly available.

* An orthopedic surgeon who is promptly available.

* An anesthesia resident or certified nurse anesthe-
tist, both with pediatric experience, may be in-
house with an anesthesiologist promptly avail-
able.

* A respiratory therapist, laboratory technician, ra-
diology technician, and social worker readily

. available. _

* A trauma coordinator who is responsible for data

collection, quality assurance, and education.

Nursing Staff _
* At Jeast one nurse per shift with pediatric emer-

gency nursing experience (PALS, ENPC, or equiv-
alent) :

* A pediatric nurse educator.

Equipment and Supplies
See Table 2.

Facilities

A general facility must have access to a Pediatric
Intensive Care Unit (level 1 or 2 per AAP/SCCM



standards).* This requirement may be fulfilled by

having transfer and transport agreements available
for moving critically ill or injured patients to a CRPC.

Access, Triage, Transfer, and Transport

Education, Training, Research, and Quality Assessment V

See Table 2.

and Improvement

When a CRPC is not available to a region, a gen-

eral facility must:

* Assist the state/local EMS-EMSC authority in or-

_ cators appropriate for regional periodic review of -

ganizing a network of public education with the
basic and standby EDs as resources for the dissem-
ination of information.

Assist the state/local EMS-EMSC authority in pro-
viding support for the education, skills training,
and dissemination of new information to pre-hos-
pital care providers utilizing the resources of basic
and standby hospitals.

A general facility must:

Collaborate and work closely with a CRPC to as-
sure that health care workers in the facility and
region have access to continuing education in or-
der to maintain and update their skills for recog-
nizing and stabilizing pediatric emergencies.
Collaborate with the CRPC to organize regional
research and assist the state/local EMS-EMSC au-
thority with data collection and maintenance.
Collaborate with the CRPC and the state/local
EMS-EMSC authority to organize the quality indi-

participating health care facilities.

- Participate in a pediatric trauma registry.

Administrative Support and Hospital Commitment

A general facility must:

Assure that properly trained and adequate per-
sonnel provide emergency services.
Assure that financial resources are available to
provide the ED with the equipment necessary for
the level of facility as described in these guide-
lines.
Assure that facilities are designed for easy access
and are appropriate for the care of pediatric pa-
tients as described in these guidelines. _
Provide access to emergency care for all urgent
and emergent pediatric patients.
Participate in developing a network of pediatric
emergency care within a region by linking the
facility with a regional referral center to: :
1) guarantee transfer and rt agreements.
2) refer serious and critically ill patients and spe-
cial problem patients to an appropriate facility.
3) assure support of agreements to receive appro-
priate patients from lower-level facilities.
Assure that the necessary education and training
are available for the health care staff as described
in these guidelines. . _
Work collaboratively with the CRPC to support

education for pre-hospital personnel, nurses, and

*

physicians.

Actively participate in data collection to assure
that quality indicators are monitored.
Assure that the facility is linked with pre-hospital
care and transport. ’ E

Have a physician director of the ED who is board
certified /prepared in emergency medicine or pe-
diatric emergency medicine.

Have an ED nursing director.

Develop and monitor pediatric emergency and
critical care protocols, policies, and quality im-

provement and management programs  with

the formal involvement of the Department of
Pediatrics.

COMPREHENSIVE REGIONAL PEDIATRIC CENTER

Guidelines for a comprehensive regional pediatric

center include all of the activities and issues under
general facilities in addition to the following;: '

Personnel

Physician Coverage

Twenty-four-hour ED coverage by physicians who
are board certified, board eligible, or fellows (sec-

ond-year level or above) in pediatric emergency
medicine. ~

Pediatric Trauma Team

A pediatric emergency physician.

A pediatric trauma surgeon (a PGY-4 or greater
surgical resident in-house with a pediatric sur-
geon promptly available).

One additional MD team member (a surgery or
pediatric resident). -
Three RNs with pediatric emergency, pediatric
critical care, or pediatric surgical experience as
well as training in trauma care.

* A neurosurgeon who is promptly available.
* An orthopedic surgeon who is promptly available.
* A nurse anesthetist or anesthesia resident in-

house, both with pediatric experience, with an
anesthesiologist who is promptly available.
A pediatric respiratory therapist, laboratory tech-
nician, and radiology technician.

A computed tomography technician in-house. The

technician may be on-call and promptly available -

if the specific clinical needs of the hospital make
this necessary and it does not have an adverse
impact on patient care.

Social services that are promptly available. -

A pediatric trauma coordinator who is responsible

for data collection, quality improvement, and ed-
ucation, and may include case management.

Nursing Staff :

A pediatric ED nursing director.
An RN responsible for ongoing staff education.

-« General staff experienced in’ pediatric emergency

and trauma nursing care.

See Table 2 for on-call pediatric specialists and -

surgical support.
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eq.:ipment
See Table 2.

Facilities - - » : D

A CRPC emergency department mitist have geo-
graphically separate and distinct pediatric medical/
trauma areas that have all the staff, equipment, and
skills necessary for comprehensive pediatric emer-
gency care. Separate fully equipped pediatric resusd-
tation rooms must be available and capable of support-
ing at least two simultaneous resuscitations. A level 1
(per AAP/SCCM standards)* pediatric intensive care
unit must be available within the institution. '

Access, Triage, Transfer, and Transport
A CRPC must:

¢ Assist with the provision of regional pre-hospital
direct medical control for pediatric patients.

* Promote a regional network of direct medical con-
trol by lower-level hospitals within the region by
working closely with the regional EMS medical
director to assure:

1) standards for pre-hospital care.
2) triage and transfer guidelines.
3) quality indicators for pre-hospital care.

* Accept all patients from a defined region who
require specialized care not available at lower-
level hospitals within the region.

-1) have prearranged transfer agreements that net-
work hospitals within a region to assure appro-
priate intra-emergency department triage and
transfer to assure optimum care for seriously
and critically ill or injured pediatric patients.

2) have prearranged transfer agreements for pedi- .

atric patients needing specialized care not avail-
able at the CRPC (eg, burn specialty unit, spinal
cord injury unit, or rehabilitation facility).
* Assure a pediatric transport service that:
Y itil:vailable to all regional participating hospi-
2) provides a network for transport of appropriate
patients from all regional hospitals to the
CRPC, or to an alternative facility when neces-

* Provide 24-hour consultation to all lower-level fa-
cilities for issues regarding:
1) emergency care and stabilization.
2) triage and transfer.
3) transport.

Education, Training, Prevention, Research, and Quality
Assessment and Improvement

A CRPC must support all the issues and activities
under general facilities in addition to the following:

* Organize a network for public education regard-
ing issues of pediatric emergency access, care, and
injury prevention utilizing the resources of
standby, basic, and general EDs within a region.

* Support EMS agencies and EMS directors in main-
taining a regional network of pre-hospital pro-
vider education and training that-utilizes the re-
sources of standby, basic, and general EDs and

(574

assures dissemination of new information, main-
tenance of pediatric emergency skills, and updates
standards of care and protocols.. 7

Assure that a network of pediatric emergency care

education is available to all.health care workers -

utilizing the resources of standby, basic, and gen-
eral facilities within the region.
Organize a structured quality assurance and im-

“provement program with the assistance and sup-

port of local/state EMS-EMSC agencies that al-

lows ongoing review and:

1) reviews all issues and indicators described un-
der standby, basic, and general EDs. .

2) provides feedback, quality review, and infor-

~ mation to all participating hospitals, EMS
and transport systems, and appropriate state
agencies. '

3) develops quality indicators for the review of
pediatric care given that are linked to periodic
continuing education and reviewed at all par-

. ticipating institutions.

Assists in organizing and providing support for

regional, state, and national data collection efforts

- for EMSC that include:

1) trauma registry.

2) injury and illness epidemiology.

3) pediatric specific quality indicators.

Has an organized program for research in pediat-
ric trauma, emergency care, critical care, and in-
jury prevention.

Administrative Support and Hospital Commitment

A CRPC must have administrative support to:

¢ Assure an adequate staff that is properly trained.

Assure that financial resources are available to
provide necessary equipment for emergency and
iransport care.

Assure that facilities are designed for easy access

and appropriate for the care of pediatric patients

as described in these guidelines.

Provide access to emergency care for all urgent

and emergent pediatric patients.

Assure available support services to the ED in-

cluding:

1) Sodial services.

2) Child life.

3) Child/sexual abuse support.

4) Respiratory care.

Assist local and state agencies for EMS-EMSC in

organizing and implementing a network for pro-

viding pediatric emergency care within a defined
region that:

1) provides transfer and transport agreements
with lower-level facilities. _

2) provides transport services when needed for
receiving critically ill or injured patients within
the regional network.

3) provides necessary consultation to participat-
ing network hospitals.

4) provides indirect (off-line) consultation, sup-
port, and education to regional pre-hospital
systems and supports the efforts of regional
and state pre-hospital committees.
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5} provides medical support to assure quality di-
rect (on-line) medical control for all pre-hospi-
tal systems within the region. 4

Organize and implement a network of educational

support to all regional hospitals that:

1) trains instructors to teach pediatric pre-hospital,
nursing, and physician-level emergency care.

2) assures that training courses are available to all
hospitals and health care providers within the
region. ' L

Provide support for a regional data system that:

~ 1) defines the population served.

2} maintains and monitors specific quality indica-
tors. o :

3) is adaptable to answer questions for clinical
research. ,

Support active institutional and collaborative re-

gional research. :

Have a physician director of the pediatric ED who

is board certified/prepared in pediatric emer- .. 1. American Medical Association Commission on Emergency Medical

gency medicine.
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